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Long-acting Estrogen with Unique Mode of Action 


“Estradurin” offers a safe, efficient, simple, 
and reliable means of insuring constant effec- 
tive estrogen levels in patients with prostatic 


carcinoma.) 


The unique mode of action is explained as 
follows :** 


No depot effect at site of injection — Within 
24 hours, 90 per cent of the total dose dis- 
appears from the injection site. Clearance 
from the blood stream is also rapid, and 
within 48 hours varying amounts appear in 
the reticuloendothelial cells where storage is 
apparently passive. 


Hydrolysis in the blood stream — As the 
amount of circulating polyestradiol phosphate 
falls below a certain level, more passes from 


the reticuloendothelial system into the blood 





stream. Biologically active units of estradiol 
are slowly split off from the parent molecule. 
The free estradiol then exerts a normal estro- 
genic influence and is metabolized by the 
body in the same manner as the endogenous 
hormone. 


Suggested Dosage: 40 mg. intramuscularly 
every two to four weeks or less frequently, 
depending on the clinical response of the pa- 
tient. If the response is not satisfactory, doses 
up to 80 mg. may be used. Lacreasing the dose 
primarily prolongs the duration of action, but 
the amount of estrogen available at any one 
time is not significantly increased. 


Availability: No. 451 — Each package pro- 
vides: One “Secule”« containing 40 ing. poly- 
estradiol phosphate and one 2 cc. ampul of 
sterile diluent. 
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TO THE MAY ISSUE 





e In evaluating the geriatric 
patient for surgery, there must 
be careful examination and at- 
tention to details, writes John 
M. Beal, attending surgeon at 
New York Hospital and as- 
sociate professor of clinical sur- 
gery, Cornell University Medi- 
cal Center. He stresses that one 
of the Basic Principles in the 
Surgical Management of the 
leed is recognition of multi- 
plicity of involvement of organ 
The anticipation of 
possible complications from 
impairment of function is a 
component in pre- 
vention of postoperative diffi- 
culty. Precision in management 
is required in the elderly pa 
tient. 


systems. 


necessary 


e Because of the Improvement 
in the Management of Patients 


with Pulmonary Emphysema 
and because of the availability 
of at least 23 different thera- 


peutic approaches, the undue 
pessimism which the 
medical profession regards this 


with 


disease is unwarranted, ac- 
Theodore H. Noe- 
hren, assistant professor of in- 


cording to 


ternal medicine and a Markle 
Scholar at the University of 
Buffalo and the Buffalo Gen 


eral Hospital. Dr. Noehren be- 
lieves that these 
therapeutic measures, alone o1 


the use of 
in combinations, can provide 
some relief for the majority of 
patients with pulmonary em- 
physema. They are particular 
ly effective for treatment of 
the ancillary disturbances in 
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the emphysema syndrome, in- 
cluding infection, broncho- 
spasm, emotional response, 
bronchial secretions, and right 
heart failure. Most important, 
however, is a genuine interest 
on the part of the physician in 
the patient and his disease. 


e J. J. Groen, head cf Depart 
ment of Medicine-A, Hadas- 
sah Hospital and Medical 
School, Hebrew University, 
Jerusalem, Israel, postulates 
that the change in 
biologic aging of the higher 
animal and human __ species 
might be an exhaustion of the 
diencephalon which, by a di- 
minution of appetite and de 
activity of the 
ior pituitary gland, would lead 
diminished secretion of 
the growth-, thyroid-, and 
gonad-stimulating hormones 
and thus produce all the 
changes characteristic of senile 


primary 


creased anter- 


to a 


involution. In discussing Gen 
fging, he 
central 


eral Physiology of 
that the 
system thus serves as a regula 
feedback during the life 
of the individual and also reg- 
ulates the rate and thereby the 
duration of life itself. 


Savs nervous 


tory 


Horton, assistant 
the nontuberculosis 
Pulmonary 
Veterans Administra 
tion Teaching Group (Kenne- 
dy) Hospital, Memphis, and A. 
L. Drerup, a fellow in cardio- 
pulmonary diseases, University 
of ‘Tennessee College of Medi- 


e Glenn 
chief of 
section, Disease 
Service, 


Virginia L. 


Burt D. Cohen, 


LOS ANGELES 57: 


Duncan A. Scott & Co., 1901 


cine, review the more common 
methods for Practical Pulmo- 
nary Function Testing for The 
Practicing Physician. The au- 
thors state that through ac- 
curate diagnosis adequate ther- 
apy can be instituted, and, 
with adequate therapy, better 
control of chronic pulmonary 
diseases and more effective pa- 
tient care can be obtained. 


e A successful experience in 
collective living for an 
tutional family group of 127 
men and women, based on the 
principle of individualization 
of care, is reported by William 
A. Speth, superintendent of 
the Evangelical Home for the 
Aged in Brooklyn. In discuss- 
ing Self-Help in the Manage- 
ment of the Aged, he says that 
a successful self-help program 
can be developed in a home 
for the aged by which mani- 
fest and latent talents of the 
residents are constructively ap- 
plied at minimal cost. When 
the residents have learned that 
they are needed not for what 
they have but for what they 
can still do, not only for them- 
selves, but for others, they are 
on the way to constructive and 
therapeutic self-help which will 
enable them to adjust better 
to the and 


aging. 


insti- 


stresses strains of 


For these and other articles, 
abstracts, and reviews, read 
every issue of Geriatrics. 
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EVIEWS 





All books intended for review and all correspond- 
ence relating to this department should be sent 
to Book Editor, Geriarrics, 84 South Tenth 


Street, Minneapolis 3, Minnesota. 


Diseases of the Skin 
RICHARD L. SUTTON, JR., M.D., 1956. St. Louis: 
C. V. Mosby Company. Eleventh edition. 
1,479 pages. Illustrated. $29.50. 
The task of writing such a tome as this is a 
tribute to the author’s industry. The mate- 
rial is well documented, and the bibliograph- 
ic references in the text material are extreme- 
ly convenient. It would seem to this reviewer 
that the encyclopedic nature of the volume 
precludes its use as a standard textbook. 
There is surely a need for a comprehensive 
presentation of clinical dermatology, and it 
is this sphere which this text seems to cover 
most adequately. However, limitations of 
space confront an author who would like to 
have his book available and useful to the 
specialist as well as the nonspecialist and the 
student. Advances in knowledge of affections 
of the cutaneous system have made it im- 
possible to present in one volume the various 
facets of this system in such a way that it will 
have universal application. ‘Vhinking along 
these lines, it would seem then that the pur- 
pose of the text could be better served if 
anatomy, embryology, and physiology were 
completely deleted. Accordingly, a more ade- 
quate description of all of the affections of 
the cutaneous system could be covered as 
well as a succinct description of the pathologic 
with the dermatosis. 
Strict adherence to a standard format with 
presentation of etiology, clinical picture, 
pathogenesis, and so on would make the vol- 
ume more useful as a reference text. In ad- 
dition, a discussion of all clinical entities 
without any omission, as for an example, 


alteration associated 


meningiocytoma, is in order. 

It is always difficult in a review to com- 
pletely study a book and pick out all the 
needs for modernization. In some areas of 
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the text, the treatment is uncritical, and, in 
others. the discussion is completely lacking. 
For example, it seems unnecessary to men- 
tion antitoxin treatment of erysipelas at this 
stage of development of antibacterial ther- 
apy. Likewise, the use of sulfonamides in a 
viral disease, such as molluscum contagiosum, 
is not supported by virologic experience. 

The sections on clinical dermatology are 
well done and quite useful. However, I feel 
that the discussion of certain diseases is con- 
fusing. For example, herpangina, a disease 
caused by the Coxsackie virus, was included 
in the discussion of herpes simplex. This 
confusion was not helped by the fact that 
there was no reference to Coxsackie virus in 
the index. Likewise, the discussion of Leiner’s 
disease under staphylococcal infection and 
the statement that “it was not to be dis- 
tinguished from the mild form of staphylococ- 
cic exfoliative dermatitis of the new born” 
does not support the generally held opinion 
that this is a generalized seborrheic problem 
in a child with a seborrheic diathesis. 

In general, the sections on pathology leave 
much to be desired in that in some the dis- 
cussion of the histopathology is completely 
lacking, while in others it is inadequate. 
However, the illustrations of histopathology 
and the clinical pictures are excellent. 

It is extremely difficult to write a textbook 
that pleases everyone, and my general feeling 
is that this is a useful clinical reference book 
and should be on the shelves of all derma- 
tologists and reference libraries. At the same 
time, I feel that it could be unsurpassed as 
a clinical reference book if the author broke 
away from the standard textbook approach 
to cutaneous medicine. 

CARROLL F, BURGOON, JR., M.D. 
Philadelphia 


Pathology for the Physician 

WILLIAM BOYD, M.D., 1958. Philadelphia: 

Lea & Febiger. Sixth edition. Illustrated. 

900 pages. $17.50. 

Dr. Boyd combines erudition with clear, 
compact exposition in describing the pathol- 
ogy of the various organs and tissues of the 
body. 

The illustrations are well chosen, and the 
dozen plates are so good that one wishes 
there were more. Typographic errors are 
few. 

The language is deceptively simple as Dr. 
Boyd gives the reader the essence of the 

(Continued on page 344) 
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matter rather than trying to exhaust the 
topic. There is a constant living correlation 
of the fundamental pathology to the clinical 
picture. Most commendably, each chapter 
starts with an outline of the subject ma- 
terial. 

Since this is a one-man effort, the author 
does not maintain everywhere the same 
matchless precision of writing. Thus, in dis- 
cussing Fiedler’s myocarditis, he refers to 
Dr. Saphir’s earlier work and fails to men- 
tion a later 1957 paper. Also, were he to 
correlate his statements on pages 736 and 42, 
respectively, he might come up with a 
clearer view of the role now being assigned 
the Coxsackie virus B as an etiologic agent. 
This personal view of the reviewer in no 
way detracts from the palatability of the 
book, for there is still no better single vol- 
ume on pathology in the literature. 

ARNOLD LIEBERMAN, M.D. 
Elmhurst, New York 


Cerebral Vascular Disease 
IRVING S. WRIGHT, M.D., chairman, and CLARK 
H. MILLIKAN, M.D., editor, 1958. Transac- 
tions of the second conference held under 
the auspices of the American Heart Asso- 
ciation held January 16 to 18, 1957, in 
Princeton, New Jersey. New York: Grune 
& Stratton, Inc. 224 pages. $4. 
Participants at this conference included most 
of the leading experts on the subject in the 
United States, Sir Russell Brain from Lon- 
don, and R. E. Botterell from Toronto. The 
papers they presented were on such subjects 
as problems of the nomenclature and _ path- 
ology of cerebrovascular disease, estimation 
of cerebral blood flow, experimental cerebro- 
vascular disease, the relationship of hyper- 
tension to such disease, intermittent cerebral 
anemia, the therapy of atherosclerotic dis- 
ease, and the use of 
enzymes that might dissolve thromboses and 


anticoagulants and 


emboli. There is also an article on the surgi- 
cal aspects of hemorrhage from intercranial 
aneurysms and one on rehabilitation pro- 
grams. 

At the beginning, the authorities got into 
the usual argument as to whether the blood 
vessels of the brain ever contract far enough 
to produce transitory anemia to the brain 
with temporary dysfunction. Several of the 
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men said that, on microscopic inspection of 
the small vessels of the brain, they had seen 
some spasm. Dr. Gurdjian said that he had 
not seen it in rhesus monkeys under general 
anesthesia. Dr. Bucy agreed with Dr. Bot- 
terell that the larger vessels can show some 
spasm. Most of the discussants were positive 
about a lack of arterial spasm sufficient to 
produce anemia of the brain; many rather 
dodged the subject. Dr. Millikan said, “J 
would prefer that we refer to them (little 
strokes) in a more primary way as recurrent 
cerebral ischemic episodes leaving out an 
implication as to the pathogenesis of such 
episodes.” Dr. Harold G. Wolff, a world 
authority on this subject, said, “I suppose 
we are all prepared to believe that blood 
vessels of the brain narrow quite appreciably 
during hypertensive diseases. . . . I am not at 
all sure that they would become occluded, ex- 
cept if there be some unusual feature of the 
blood vessel walls.” Dr. Wright at last stopped 
the discussion, which apparently wasn’t get- 
ting anywhere. 

Unfortunately, no one seemed to remem- 
ber that the commonest lesion found in the 
brain of many an older person is the black 
or brown scar representing the end result of 
the thrombosis of a tiny artery. In some brains, 
the pathologist finds scores or even hundreds 
of these tiny scars. As Osler used to say years 
ago, there are so many of them that the 
clinician does not have to drag in vasospasm 
to explain any of the brief dizzy spells, con- 
fused spells, or spells of slight aphasia. Osler 
also said clearly what is so true—that in 
thousands of cases the man who is supposed 
to have had a spell of vasospasm is left with 
a permanent injury to his intelligence, his 
memory, his character, or the strength of 
perhaps a muscle in his leg. In many a case of 
supposed momentary vasospasm, the victim's 
brain is so injured that he can never work 
again. 

Curiously, none of these experts on vascu- 
lar injuries of the brain discussed the very 
common “‘little strokes” and the syndrome 
that causes millions of persons to die step by 
step over the course of ten or fifteen or 
twenty years. Perhaps the scientists would 
have discussed the little strokes if they hadn't 
been so anxious to do away with the old 
simple English term. All through one session, 
they argued over whether to call strokes 
“cerebral vascular accidents” or “hyperten- 
sive encephalopathy” or repeated episodes of 
“cerebral vasospasm” or something else ex- 


(Continued on page 37A) 
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pressed in Greek or Latin. Dr. Hausman said, 
“I realize it is very difficult to eliminate the 
use of such terms as stroke and apoplexy. 
We should make an attempt to define them 
precisely.” He proposed the term “cerebral 
episode.” For the little stroke that sometimes 
comes before a big one, he proposed the 
term “prodromal attack.” As Dr. Hausman 
said, “Apoplexy and strokes are terms we 
ought to do away with.” Just why, he didn’t 
Say. 

Dr. Millikan was also disturbed by the 
term apoplexy. Like most neurologists, he 
and several of the other men were distressed 
because, when a man falls to the ground with 
aphasia and a paralyzed right side, people 
will persist in talking of a stroke. Today, ac- 
cording to the neurologists, the diagnosis of 
a stroke should be made only by a man quali- 
fied to determine just which artery in the 
brain ruptured or became thrombosed. Some 
men go so far as to make angiograms, but 
what good this will do to innumerable pa- 
tients is hard to say. About the only hope is 
that the angiogram will show a thrombosed 
internal carotid artery. Several of the experts 
admitted that it is often difficult to make 
a periect diagnosis. 

The participants might have said that per- 
haps the biggest reason why physicians avoid 
the word “stroke” is that the patient and his 
family hate it and are ashamed of it because 
of the connotation that God “struck” the 
man down. People will assume that God 
knew of some secret skullduggery the man 
had been up to and punished him. People 
still believe this; hence, the attending physi- 
cian commonly reports small strokes as “heart 
attacks.” This sounds so much better in the 
newspaper. 

On page 135, Dr. Millikan spoke of “mul- 
tiple strokes.” This helped the discussion be- 
cause the essential point about little strokes 
is not that one comes but that, commonly, a 
long series of them keep coming. Eventually, 
they push the patient into his grave. They 
may take fifteen years to do this. 

WALTER CG. ALVAREZ, M.D. 


Clinical Enzymology 
GUSTAV J. MARTIN, editor, 1958. Boston: 
Little, Brown and Company. 241 pages. 
Illustrated. $6. 


In the introductory words of the author, 


clinical enzymology is “not a new sphere of 
medical science . . . rather an old one dust- 
ed off and shined up . . .” by recent tech- 
nologic advances. In describing the new 
facade, Dr. Martin provides the reader with 
a very lucid survey of current trends in pro- 
tein biology and in the chemistry and _ bio- 
chemistry of enzymes used clinically. This 
involves clarification of admittedly complex 
and intricate concepts which, in less exper- 
ienced hands, would frighten off even the 
most ambitious of clinical investigators. With 
unusual adeptness, this simplification is made 
to open, rather than close off, new vistas and 
rationale on the clinical potentials of enzyme 
administration. 

As might be expected, the amount of valid 
experimental data available on their uses 
varies widely from one enzyme to another. 
The general effectiveness of proteolytic en- 
zymes appears to be fairly well established, 
although much additional investigation is 
needed to define objectively all aspects of 
their use and to delineate specific indica- 
tions. The chapter by Dr. Rossi on the Diag- 
nostic Uses of Enzymes presents a well-docu- 
mented and very readable exposition of this 
important and rapidly growing facet of medi- 
cal and biochemical enzymology. 

In conclusion, this unique volume is 
strongly recommended to those actively en- 
gaged in the field of theoretical enzymology 
for a view of the practical aspects of their 
science and to the clinical researcher for a 
view of a greener pasture which holds much 
promise of future medical progress. 

ANTHONY A. ALBANESE, PH.D. 
Greenwich, Connecticut 


Clinical Heart Disease 
SAMUEL A. LEVINE, M. D., 1958. Philadel- 
phia: W. B. Saunders Company. Fifth 
edition. Illustrated. 173 pages. $9.50. 


The author of this classic monograph is not 
only a master clinician but one of Ameri- 
can medicine’s most colorful and forceful 
personalities. Anyone attending medical 
meetings in the last three-odd decades will 
agree to this. This present revision contin- 
ues to reflect Dr. Levine’s mastery of his 
topic. 

The discussion of treatment gives Dr. Le- 
vine’s considered opinions in machine gun 
succession; for all its deceptive simplicity, it 
is a masterful analysis worth repeated read- 
ings. 


(Continued on page 42A) 


387A 








Unnounving, 


PROZINE 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL 
OF EMOTIONAL DISTURBANCES 


*Trademark 


38A 


THROUGH DUAL ACTION 


PROZINE controls anxiety and tension as well as 
motor excitability. This effect on the components of emotional re- 
action is possible because of the dual sites of action of PROZINE— 
the thalamic and hypothalamic areas of the brain. The unique dual 
action of PROZINE enables the physician to exert more specific 


control over emotionally disturbed patients. 


PROZINE controls emotional disturbances manifested by appre- 
hension and agitation, insomnia, nausea and vomiting, gastroin- 
testinal symptoms, alcoholism, menopausal symptoms, premenstrual 


tension. 


PROZINE is indicated in patients having a primary emotional dis- 
turbance, in patients having an emotional disturbance unrelated to 
their organic disease, and in patients emotionally disturbed by pri- 
mary organic disease. PROZINE is especially useful in overly appre- 
hensive medical patients—including surgical and obstetrical—and 
in emotional problems of children, adolescents, and the aged. It also 
is useful in emotionally disturbed patients who receive little or no 
relief from analgesics, barbiturates, anticholinergics, antihyperten- 


sives, and hormones (estrogens and corticoids). 
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Each of the more than 20 chapters bears 
the individualistic stamp of Dr. Levine’s in- 
cisive thinking. The last and longest chap- 
ter, on clinical electrocardiography, is a 
prime example of his didactic gifts. No- 
where else could the beginner get a more 
lucid exposition of, say, vectorcardiography. 
At the same time, the expert can_ benefit 
from a careful perusal of the entire chapter. 

ARNOLD LIEBERMAN, M.D. 
Elmhurst, New York 


Breast Cancer 

ALBERT SEGALOFF, M.D., editor, 1958. The 

Second Biennial Louisiana Cancer Confer- 

ence held January 22 to 23, 1958, in New 

Orleans. St. Louis: C. V. Mosby Company. 

257 pages. Illustrated. $5. 

How should breast cancer patients be man- 
aged? How far does our present knowledge 
extend into the origin and course and best 
methods of treatment of breast cancer? Every 
physician caring for breast cancer patients, 
whether surgeon, endocrinologist, radiologist, 
or clinical researcher, should be aware of the 
many facets of this expanding field. Breast 
cancer occupies a pivotal position in modern 
medicine along with heart disease and men- 
tal disorders. In the past ten years, basic 
changes have been made in the therapy of 
breast cancer, but, although it affects a wide 
segment of the female population, the very 
protean clinical course of this disease makes 
the evaluation of various treatment modal- 
ities difficult. 

The book is a frank appraisal of our cur- 
rent knowledge of breast cancer. Participants 
in the conference, each of whom presented a 
summary of some aspect of the problem, have 
established eminence in surgery, radiology, 
endocrinology, epidemiology, pathology, and 
biochemistry. Panel discussions followed each 
group of closely related presentations during 
which these authorities had an opportunity to 
underscore areas of agreed knowledge as well 
as to develop centers of controversy and 
points which might yield to more thorough 
investigation. 

Opinions as to the roles of surgeons, radi- 
ologists, and endocrinologists in the treat- 
ment of breast cancer, as expressed by special- 
ists in these fields, are distinctly stated if not 
universally accepted. In what group of pa- 
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tients will radical mastectomy be beneficial? 
What is the case for radical surgery? How can 
McWhirter’s results be evaluated? What can 
be expected from current oncolytic chemo- 
therapy? Is preoperative radiation of value? 
What does the pathologist contribute to the 
management of a breast cancer patient? Does 
estrogen therapy in noncancerous patients 
increase the cancer rate in this group? How 
do the results of radiation castration and 
surgical castration compare? What are the 
limitations of calcium balance studies in de- 
fining the clinical course of metastatic breast 
cancer in the individual case? What do vari- 
ous endocrine studies reveal after ablative 
surgery and what are their significance? What 
is the current status of testosterone and estro- 
gen therapy? Does a previous response to 
oophorectomy indicate a favorable result in 
adrenalectomy? What about pregnancy in a 
breast cancer patient? Why is random sam- 
pling in most clinical studies of breast cancer 
so necessary? Is breast secretory cytology a 
valuable technic in breast cancer diagnosis? 
What are some of the parallels and differ- 
ences In mouse mammary cancer and human 
breast cancer? What hints do epidemiologic 
studies give us as to the etiology of breast 
cancer? What is the promise of biochemistry 
in the breast cancer problem and what in- 
vestigations are now in progress regarding 
the mechanism of action of the steroids? 
These and other vital questions are ex- 
amined. The evidence supporting various 
answers is summarized, and ample references 
to the definitive papers are listed at the close 
of each chapter. A carefully compiled index 
makes the subject matter readily accessible. 
This volume chronicles standard and re- 
cent approaches to the problem and points 
to paths of productive future work. The 
book is short in pages but long in value to 
the clinician and to the student who neces- 
sarily wishes to develop and maintain a 
rational orientation to this widespread ma- 
lignancy. It is a significant, contribution in 
this field. 
HAROLD SUTTON, JR., M.D. 
Chicago 


Aphasia Therapeutics 
MARY COATES LONGERICH, PH.D., and JEAN 
BORDEAUX, PH.D., 1954. New York: The 
Macmillan Company. 185 pages. $3.75. 
Aphasia is one of the most complex disabil- 
ities engaging therapeutic attention, since it 


(Continued on page 46A) 











Reported results with RONIACOL in intermittent claudication 


FROM HALF A BLOCK TO TWO MILES. The 
patient, a 57-year-old white male 
with peripheral arteriosclerosis of 
about three years’ duration, com- 
plained of pain in the right leg after 
walking half a block. After four 
weeks of treatment with Roniacol 
(75 mg per day), he was able to 
walk 20 blocks—and later two miles 
—without a sign of intermittent 
claudication. Three years after dis- 
continuing therapy, “he still is able 
to walk unlimited distances and is 
without need of treatment.’* 


CONVERTED TO PURE VITAMIN IN THE BODY. 
Roniacol is not an adrenergic block- 
ing agent; it is converted to the pure 
vitamin form (nicotinic acid) in the 
body and acts directly on the smooth 
muscle of the vascular wall. 


EMINENTLY SAFE. There are 720 known 
contraindications to Roniacol. “Pa- 
tients up to the ages of ninety have 
tolerated the drug in doses up to 
600 mg with no adverse effects.”* 





*M M Fisher and H.E. Tebrock: New York State J. Med, 
3. 














noniacol 


RONIACOL®—brand of beta-pyridy! carbinol 


Available in scored 50-mrg tablets, bottles 
of 100, 00, and 1000. Roniacol Elixir, 


j containing 50 mg of Roniacol per teas poon- 
ful (5 cc), available in bottles of 16 ounces 
and one gallon. 








ROCHE LABORATCRIES 


Division of Hoffmann-La Rocke Inc 
Nutley 10, New Jersey’ 


45A 








Book Reviews 


(Continued from page 42A) 


is an interruption or disturbance of the most 
complex of human functions—that of com- 
munication. As such, we might say that, ideal- 
ly, it is physicians with training as neurolo- 
gists or psychiatrists who have the knowledge 
for making differential diagnoses and devis- 
ing the therapeutic program for patients 
with aphasia. 

In practice, however, it is speech patholo- 
gists and therapists who presently carry the 
chief responsibility for rehabilitation in the 
area of the aphasia component of the pa- 
tient’s disabilities, which usually include 
some degree of paralysis as residuals of cere- 
brovascular accidents or traumatic injuries. 
In other words, as a result of the distribu- 
tion of responsibilities among various mem- 
bers of the rehabilitation team, it is the 
speech pathologist who has been in the posi- 
tion of having to synthesize the relevant 
information, medical and_ psychologic, that 
will contribute to differential diagnoses of 
aphasia and the development of therapeutic 
programs for recovery from aphasia. Conse- 
quently, because speech pathologists have 
devoted years of man-hours to this area of 
patient disabilities and because of their ex- 
perience with vast numbers of individuals 
presenting all degrees and combinations of 
aphasic symptoms, it is mandatory that the 
professional field of speech therapy make its 
accumulation of knowledge and skills avail- 
able to the less experienced. This book repre- 
sents a mighty effort to do this in brief and 
usable form and is, in its way, a useful con- 
tribution to the literature, although Wep- 
man’s “Recovery Aphasia” remains 
more complete for background and theoreti- 
cal knowledge. 


from 


As a practical matter, it is important that 
increasing numbers of professionally trained 
therapists, occupational and educational, as 
well as physicians have some knowledge of 
the basic principles of aphasia therapeutics 
and ability to utilize it. Further, if the great 
number of patients with aphasia are to be 
helped toward maximal recovery, it is neces- 
sary that we go beyond the_ professional 
group and include members of the families 
of these patients. 

The essential problems of aphasia are clar- 
ified in this book in a manner designed to 
enable the reader to understand the aphasic 
patient as a person coping with particular 
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disabilities and to analyze his needs. Not 
only is the material readily adaptable for 
explanation to families, but this reviewer be- 
lieves it will be valuable and encouraging to 
many professional workers who can help the 
patient but who have too often been in- 
timidated by the technical terms used in rela- 
tion to aphasia. 

Chapter 3, on aphasia terminology, consists 
of only 2 pages succinctly defining aphasia as 
“a basic disruption of the individual’s organ- 
ization of speech and language demonstrating 
almost any combination of numerous aphasic 
sympioms.”’ The symptoms are then described 
in chapter 4 and illustrated in such a way 
that the reader is able to assimilate the ter- 
minology relatively easily. ‘The ramifications 
of the problem fall into place with a certain 
logic once it is understood that, in the words 
of the authors, “Primarily, aphasia is a prob- 
lem in association. Most aphasics are dis- 
turbed both in understanding and in express- 
ing mental concepts.” 

Specific tests are given for appraisal of the 
patient’s capacities, and specific suggestions 
for speech and language therapy are made. 
Basic to the appraisal of the patient’s capac- 
ities and the up for him in 
speech and language therapy is consideration 
of the patient’s own appraisal of himself. 
One of the most valuable features of this 
book is recognition of the patient as an in- 
dividual and as an adult, rather than a child. 
On the basis of their experience, the authors 
can validly point out that “Ordinarily an 
aphasic recognizes that he has a problem and 
feels the need of adjusting to changed situa- 
tions because life somehow is different. Be- 
cause he does find life different, the therapist 
must discover what the aphasic regards as his 
greatest loss. In what area does this aphasic 
believe he needs the most help? Does he 
sense a greater loss in the area of speech? 
calculation? This. self- 
appraisal by the patient will largely deter- 
mine his reactions to the aphasic difficulty.” 

In the experience of the reviewer, this self- 
appraisal will also determine to a large ex- 
tent the patient’s reactions to therapy. If the 
therapist fails to take into account the pa- 
tient’s feeling of what will be most useful to 
him, the ever-threatening problem of motiva- 
tion at once rears its ugly head and may be- 
come so acute that the patient drops out of 
therapy. 

The bulk of this work is designed to give 
those with less experience than the authors 
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some specific guidance in helping the aphasic 
adult. The inexperienced often feel at a loss 
when it comes to exact procedures and are 
reluctant to attempt any measures for fear of 
“doing the wrong thing.” The fact is that 
there are too many aphasic patients for the 
number of “experts,” but there are many 
competent people who can help to meet the 
needs of these patients with the guidance 
provided by this book. 
MARGARET C. LEFEVRE, PH.D. 
Cleveland 


New Books Received 





Books and publications received will be listed 
here periodically. Books of special interest to 
our readers will be reviewed later as space 
permits. 


The Chemical Prevention of Cardiac Ne- 
croses. HANS SELYE, M.D., 1958. New York: 
The Ronald Press Company. 235 pages. II- 
lustrated. $7.50. 


Clinical Endocrinology. KARL E. PASCHKIS, 
M.D., ABRAHAM E. RAKOFF, M.D., and ABRAHAM 
CANTAROW, M.D., 1958. New York: Paul B. 
Hoeber, Inc. 950 pages. Illustrated. $18. 


Contemporary Sociology. JOSEPH §S. ROUCEK, 
editor, 1958. New York: Philosophical Li- 
brary, Inc. 1,209 pages. $12. 


Die Herzinsuffizienz in der Praxis. Kur) 
BLOCH, M.D., 1958. Stuttgart: Georg Thieme. 
216 pages. $4.20. 


The Effect of Advancing Age Upon the Hu- 
man Spinal Cord. L. RAYMOND MORRISON, M.D., 
with the collaboration of STANLEY COBB, M.D., 
and WALTER BAUER, M.D., 1959. Cambridge: 
Harvard University Press. 127 pages. Illus- 
trated. $6. 


100 Jobs for People Over 60. M. GC. BRIGGS, 
1958. Mendota, Illinois: Wayside Press. 96 
pages. Illustrated. $3. 


Handbook of Cardiology for Nurses. WALTER 
MODELL, M.D., and DORIS R. SCHWARTZ, 1958. 
New York: Springer Publishing Company. 
Third edition. 328 pages. $4.50. 


Lipidoses: Diseases of the Cellular Lipid 
Metabolism. sieGFRIED J. THANNHAUSER, M.D., 
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1958. New York: Grune & Stratton, Inc. 600 
pages. Illustrated. $19.75. 


Nurse-Patient Relationships in Psychiatry. 
HELENA WILLIS RENDER and M. OLGA WEISS, 
1959. New York: McGraw-Hill Book Com- 
pany, Inc. 319 pages. 





Obstetrics and Gynecology. J. ROBERT WILL- 
SON, M.D., CLAYTON T. BEECHAM, M.D., ISADOR 
FORMAN, M.D., and ELSIE REID CARRINGTON, 
M.D., 1958. St. Louis: C. V. Mosby Company. 
605 pages. Illustrated. $10.75. 


The Older Population of the United States. 
HENRY D. SHELDON, 1958. New York: John 
Wiley & Sons, Inc. 224 pages. $6. 


Organized Religion and the Older Person. 
DELTON L. SCUDDER, editor, 1958. Gainesville: 
University of Florida Press. A report of the 
eighth annual Southern Conference on Ger- 
ontology held at the University of Florida 
April 10 to 11, 1958. Volume 8 of the Insti- 
tute of Gerontology series. 113 pages. $2.50. 


Physical Examination of the Surgical Patient. 
J. ENGLEBERT BUNPHY, M.D., and THOMAS W. 
BOTSFORD, M.D., 1958. Philadelphia: W. B. 
Saunders Company. 375 pages. Illustrated. $8. 


Principles of Research in Biology and Medi- 
cine. DWIGHT J. INGLE, PH.D., 1958. Philadel- 
phia: J. B. Lippincott Company. 123 pages. 
$4.75. 


Psychology of Medical Practice. MARC H. HOL- 
LENDER, M.D., 1958. Philadelphia: W. B. Saun- 
ders Company. 276 pages. $6.50. 


Science and Education at the Crossroads. jo- 
SEPH W. STILL, M.b., 1958. Washington, D. C.: 
Public Affairs Press. 140 pages. $3.75. 


Trifluoperazine: Clinical and Pharmalogical 
Aspects. Introduction by HENRY BRILL, M.D., 
1958. Philadelphia: Lea & Febiger. 219 pages. 
Illustrated. $3.50. 


Tumors of the Soft Somatic Tissues: A Clini- 
cal Treatise. GEORGE. T. PACK, M.D., and IRVING 
M. ARIEL, M.p., 1958. New York: Paul B. Hoe- 
ber, Inc. 820 pages. Illustrated. $30. 


Tumors and Tumorous Conditions of the 
Bones and Joints. HENRY L. JAFFE, M.D., 1958. 
Philadelphia: Lea & Febiger. 629 pages. I}lus- 
trated. $18.50. 

The Ureterovesical Junction. JOHN A. HUTCH, 
M.b., 1958. Berkeley: University of California 
Press. 178 pages. Illustrated. $7.50. 
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Mental confusion in elderly persons 


MARJORY WARREN, M.D. 


ISLEWORTH, MIDDLESEX, ENGLAND 


# Some degree of mental failure in old 
age is so common that it has come to be 
regarded as inevitable and untreatable. 
Both of these attitudes are inadmissible. 
Lack of knowledge concerning the causes 
and an inability to differentiate between 
one group of mental symptoms and an- 
other have resulted in many instances in 
a failure to treat and/or to manage a 
patient with these shortcomings. 

Definition of Terms 
Failure in the correct approach to such 
individuals when they may need medi- 
cal, psychological, and sometimes social 
help cannot be justified, nor can the use 
of derogatory descriptive terms be used 
as an excuse for a defeatist attitude as- 
sociated with undertreatment. 

The term “senile” in its secondary 
and derogatory sense must not be lev- 
eled at all old persons as a group, nor 
yet at all those who in any degree devi- 
ate from the normal pattern of behav- 
ior. In attempting to assess what is a 
normal pattern of behavior for an old 
person, two fundamental points must be 
considered: first, the character of the 
old person himself in previous years 
should be known and, second, any as- 








MARJORY WARREN is consultant physician with 
the Geriatric Unit, West Middlesex Hospital, 
Isleworth, Middlesex, England. 


Mental confusion in old age is a state 
of mind arising from a number of 
different causes and the subject is of 
increasing importance to an aging 
population, such as that of the United 
States. Good care and treatment of 
these patients are a challenge to medi- 
cine and must be undertaken intelli- 
gently and sympathetically. 


sessment, if or when such is needed, 
should be judged in comparison with a 
person in a similar group and in a simi- 
lar decade. 

Unless such conditions are provided, 
the term “senile” as applied to old per- 
sons as a group is as irrelevant as the 
terms ‘‘weakling” or “‘puerile” would be 
if applied to all children. 

In considering the mental state of an 
old person it is essential to consider at 
the same time the physical and environ- 
mental conditions. 

The tendency to describe inappropri- 
ately and to treat inadequately such old 
persons does more harm than under- 
treatment of the individual when physi- 
cally sick, and very quickly a reversible 
state may become irreversible. Such an 
approach, especially when it emanates 
from or is supported by the medical pro- 
fession, tends to endorse an unsympa- 
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thetic attitude from relatives and friends 
toward an individual and, on a wider 
scale, from the public toward old persons 
in general. 


Old Age and Normalcy 
There is at present a good deal of con- 
fusion concerning medical and mental 
conditions which occur in old age and, 
as terms used in connection with old 
persons are not clearly defined, there is 
no uniformity in their use. Before good 
work can be started there must be agree- 
ment upon terminology and also upon 
what is deemed to be old age and what 
is normal in old age. Without such essen- 
tials no real progress can be made in 
this field of medicine. Chronological age 
is determined by the number of years 
lived. Biological age is determined by the 
conditions found in tissues and organs 
including the brain. 

Many individuals who have lived for 
a very long time—that is over 80 or 
even over 90 years—remain active, in- 
dependent, mentally alert persons, and 
compare favorably with others much 
younger. On the other hand, some in- 
dividuals who have barely reached the 
age of 60 years may be much less able 
physically and mentally than persons 
many years their senior. 

Old age, therefore, need not normally 
be associated with general physical 
frailty, disability, and dependence upon 
others, nor need it be characterized by 
gross mental deterioration. Such condi- 
tions do undoubtedly occur in some old 
people, but are associated with patho- 
logical changes accompanying old age, 
rather than being the result of normal 
old age per se. 

For convenience, the life span is di- 
vided roughly into different periods— 
namely, intrauterine, infancy, childhood, 
adolescence, youth, middle age, and old 
age. The exact point at which each peri- 
od begins and ends cannot be deter- 
mined, although most people would 
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agree upon approximate ages; and some 
periods actually coincide with definite 
physiological changes. ‘There are many 
terms in common use in connection with 
people who have lived a long time and 
these include old age, aged, aging, elder- 
ly, senescent, and senile. It would prob- 
ably be impossible to define any of these 
terms in such a way as to satisfy all 
without question, but an attempt will 
here be made to satisfy the majority by 
defining the terms in such a way as to 
help to clarify their meaning and so 
lead to their more accurate use. 

“Old age” is a simple term with no 
secondary meaning and may be said to 
be the terminal period of a human life 
which has lasted a long time, probably 
over 70 years, although there must re- 
main some elasticity about the exact 
chronological date at which old age starts. 
Old age as a period of life, therefore, 
varies greatly in length with different 
individuals. For example, if a person 
dies at the age of 76 years, then his old 
age has only lasted six years, while one 
who lives until he is 90 has had an old 
age of twenty years. There seems to be 
no disadvantage in agreeing upon some 
such arbitrary age as 70 for the com- 
mencement of old age, and there are 
many advantages in having an approxi- 
mate date from which to work upon 
standards. 

“Aged” as an adjective is a word ap- 
plicable to an individual who has 
reached old age as above defined. As a 
collective noun it may be used in refer- 
ence to a number of persons who are 
old, such as, the aged in the community, 
and so on. Unqualified use of the term 
“aged” should, by this definition, in- 
clude all old persons—that is, those who 
are over 70 years of age—whether 
healthy, infirm, physically sick, or men- 
tally degenerate. Collectively and de- 
scriptively, these persons should be re- 
ferred to as the aged, aged infirm, aged 
sick, and aged mentally sick or senile. 
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Certain mental changes are character- 
istic of many aging persons and should 
be regarded in a flexible way as normal 
for the age; a convenient term for use 
is “senescent.” 

There are at present no clearly de- 
fined indices of mental capacity in ad- 
vancing years, and little has been writ- 
ten on the subject of norms. It is there- 
fore not easy to define precisely when 
the normal becomes abnormal. So far 
too little thought has been devoted to 
and too little research undertaken in 
matters concerning the mental changes 
which occur during the aging processes. 
Why is it that old people sometimes be- 
come confused at night, when they re- 
main quite clear mentally during the 
day? Why do they at times become con- 
fused when moved into strange sur- 
roundings or when placed with stran- 
gers? What physical factors, if any, con- 
trol the variable states of mental clarity 
and confusion, which often alternate in 
the old? 

These and other questions are easy 
enough to pose and in some cases to at- 
tempt an answei, but no one with expe- 
rience would have the temerity to make 
a statement on all these matters with 
real confidence. Unfortunately, at the 
present time, the whole subject of men- 
tal failing in old age is as confused as 
is the content of the subject and little 
of the underlying pathology is either 
known or understood. 

This article does not set out to an- 
swer these queries, but merely to draw 
attention to conditions and variations 
which are known to occur; to suggest 
some ways of differentiating abnormal 
conditions and thus to point to lines of 
treatment and management; and to 
bring the subject again to the notice of 
those who, too often, regard the mental 
failings of the old as a nuisance rather 
than a challenge. 

Undoubtedly, mental changes occur 
in most old persons and these vary con- 


siderably depending upon many _ vari- 
able factors including emotional states 
and environmental conditions. There are 
no terms which precisely define any 
mental state in old age, other than those 
applied to frank mental illness, and 
mental changes especially in old _per- 
sons are often associated with and 
caused by physical illness and/or en- 
vironmental conditions. Some mental 
changes are reversible and others are 
not. From a clinical point of view, these 
conditions seem to fall into quite well- 
defined groups and as such will be de- 
scribed. 


Senescence and Senility 
“Senescence” and “senility” are two 
terms which should be restricted to med- 
ical use and clearly defined. The terms 
relate properly to two different condi- 
tions—that is, to healthy old age and to 
pathological old age. 

There are obvious advantages in be- 
ing able to differentiate easily between 
normal, healthy old age and old age 
complicated by mental and _ physical 
changes; this can only be done by limit- 
ing the use of, and defining such words 
as senescence and senility. 

Senescence by literal translation. re- 
fers to a period of getting old and the 
senescent person is one who is aging. 
Senility by literal translation simply 
means old age and senile a person who 
has got old. The words “senility” and 
“senile,” however, are unfortunately al- 
ready in common use by lay people and 
invariably carry a secondary and derog- 
atory meaning implying mental and 
physical deterioration, with an emphasis 
on the mental failure. 

The word “senescence” could and 
should be reserved for that period of 
old age which is normal, healthy, and 
uncomplicated by gross physical or 
mental changes. “Senility” could equal- 
ly well be adopted and should be used 
to define and to describe that period of 
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old age in which mental changes, with 
or without physical deterioration, have 
occurred. 

If such definitions were used, the span 
of old age in any individual might be 
one of senescence or one of senility, but 
in many cases there would be a period 
of senescence followed by a_ terminal 
period of senility. 

By such use of these terms, senescence 
and senility, it is easy to differentiate 
briefly and succinctly between the 
healthy but feeble old person—the se- 
nescent—and the mentally impaired old 
person, often physically unfit as well— 
the senile dement. 

To avoid ambiguity and so to encour- 
age clear thinking, these definitions will 
be implied throughout this article. Their 
universal adoption would go far to 
avoid ill-worded diagnoses and to en- 
courage clearer and more informative 
statements, and would do much to clari- 
fy a subject which at present calls for a 
set of standards. 

It is almost a platitude to say that 
before the abnormal can be detected the 
normal must be properly understood, 
but the elementary fact is often over- 
looked when dealing with the subject of 
old age. The normal changes which ac- 
company old age must be appreciated 
and understood by the clinician treating 
old people if he is to be able to advise 
and treat satisfactorily. Without a prop- 
er understanding of the changes which 
occur as a result of old age and a differ- 
entiation of these from cenditions which 
commonly occur during old age, it is im- 
possible to make a correct assessment of 
pathological conditions which need treat- 
ment. It is necessary to know more 
about what constitutes the normal men- 
tal, as well as the normal physical, con- 
ditions of old persons, for without such 
knowledge many of the abnormalities 
with pathological etiology will be incor- 
rectly attributed to old age per se. 
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Classification and Management of 

Mental Changes 
The main purport of this article is to 
try to describe the mental conditions 
commonly found in the old and to out- 
line the general management and meth- 
ods of treatment which seem most ap- 
propriate and practical. 

Types of mental changes found among 
old persons fall into the following groups: 


Group J. Mental changes characteristic 
of senescence. 

Group 2. Mental changes of a reversible 
or temporary nature caused 
by physical conditions. 


si) 


Group Mental changes of irreversible 
or permanent nature, with 
physical deterioration and 
characteristic of senility. 


~ 


Group 4. Mental changes brought about 


by environmental conditions. 


Group 5. Mental deficiency. 


Group 6. Mental illness including  pri- 


mary and recurrent conditions. 


The terms senescence and senility will 
be used in differentiating between those 
minimal changes which can be detected 
in the mental strength of a healthy ag- 
ing person (senescence) and the mental- 
ly confused states which show, by any 
standard, undoubted deviation from the 
normal (senility) . 

Mental changes characteristic of se- 
nescence include: (1) memory failure 
for recent affairs; (2) impaired powers 
of concentration; (3) diminished men- 
tal reserve; and (4) difficulty in adapta- 
tion to new conditions. 

These changes may of course be only 
very minor, or they may, in late stages, 
be so marked as to approach very nearly 
those found in the senile patient. In all 
cases these mental changes are accentu- 
ated by failing special senses and by an 
unsympathetic or unsuitable environ- 
ment. 
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Mental changes characteristic of senil- 
ity are permanent and show a greater 
and more serious deviation from the 
normal than those found in senescence. 
They include: (1) great impairment of, 
or even, complete loss of memory; (2) 
disorientation of person and place; (3) 
mental confusion; and (4) development 
of antisocial habits in some instances. 
These changes may be caused, as far as 
can be ascertained, by an uncomplicated 
degeneration of the brain with no other 
demonstrable disease, or they may be 
due to cerebral atheroma co-existing 
with physical conditions—that is, cere- 
bral vascular accident, arteriosclerotic 
Parkinson’s disease, or a longstanding 
luetic condition. 

It is not proposed in this article to 
consider conditions in group 5 on men- 
tal deficiency, or in group 6 on specific 
mental illness. Reference is made to 
these conditions, however, to remind 
those physicians treating elderly persons 
that, in a certain number of instances, 
mentally defective or mentally ill pa- 
tients may present as old persons with 
mental traits and, unless the true nature 
of their condition is detected, some em- 
barrassment may be experienced. Usual- 
ly a full and good clinical history and 
advice from a psychiatrist, when this is 
deemed necessary, should establish a 
correct diagnosis in all doubtful cases. 


GROUP |. SENESCENCE 


Mental changes cannot be indefinitely 
postponed, and the changes which occur 
in persons within this group may be de- 
scribed as almost physiological, insofar 
as they closely resemble normal condi- 
tions, and deviate very little from them. 
For example, everyone has lapses of 
memory, but the senescent has such 
lapses more frequently. Impaired pow- 
ers of concentration and diminished 
mental reserve are experienced in other 
age groups when individuals are under 
great strain or overtired, but, in the se- 


nescent, such traits occur more easily. 
The ease with which a person adapts to 
new conditions varies considerably ac- 
cording to different circumstances and at 
different times, and, therefore, if this 
index is to be used in assessing the men- 
tal powers in an old person, it should 
be compared with his own earlier stand- 
ards in this respect. When such precau- 
tions are taken it may be discovered that 
the inability to adapt well to some new 
conditions is characteristic of the indi- 
vidual, rather than a trait of mental fail- 
ure due to his old age. 

As these changes become established, 
it is obvious that the individual will be- 
come a little more dependent upon his 
own good health and upon his environ- 
ment. An understanding of these facts 
by the elderly, as well as by those caring 
for them, is necessary if all steps are to 
be taken in preventing or checking un- 
necessary deterioration. Attention to the 
maintenance of good health, and espe- 
cially of hearing and sight, will materi- 
ally help to retain independence and 
minimize the effect of changes occurring 
during senescence, for good physical 
and good mental health are interrelated. 
Particularly does impairment of sight or 
hearing precipitate and accentuate men- 
tal changes in aging. Interference with 
the function of the special senses tends 
to isolate the individual from his sur- 
roundings, and restricts contact with 
other persons, or makes it impossible. 
Sudden loss of sight or hearing calls for 
an adjustment which is often beyond the 
capacity of an old person unless great 
help and understanding of the condition 
are given. 

Another factor which may be respon- 
sible for an acceleration of shortcom- 
ings is a worsening of the environment. 
In unsympathetic surroundings an old 
person quickly becomes anxious and 
worried, less sure of himself and so 
more easily forgetful, less able to con- 
centrate and so inclined to reduce his 
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mental reserve. The senescent who is 
happy in congenial surroundings is bet- 
ter able to maintain a state of independ- 
ence, despite some failing mental capac- 
ity, than is the one who lacks the well- 
being, contentment, and the feeling of 
security engendered of congenial  cir- 
cumstances. 

Sudden changes in the mode of liv- 
ing, and especially those conditions over 
which the old person has had no con- 
trol, may well be responsible for a de- 
terioration in mental condition. Perhaps 
the best example of such a change is the 
death of a husband or wife. 

With such knowledge, the choice of 
companions and living conditions, in- 
cluding home, welfare home, nursing 
home, or hospital, is known to be im- 
portant to the individual. In_ recent 
years this fact has been much_ better 
understood by welfare, hospital, and so- 
cial authorities. In enlightened circum- 
stances, a study is made of the individ- 
ual’s desires and this often results in 
arrangements being made which are a 
direct contrast with those which might 
have seemed more appropriate from an 
official, professional, or social point of 
view. 

One of the best examples of the need 
for such choice can be seen when an old 
person elects to remain in his own home, 
in spite of very poor material condi- 
tions. On every social score the old per- 
son might have been advised to enter a 
welfare home, but such a decision can 
only be right when it is acceptable to 
the individual, as only then will he be 
able to live in the conditions psycholog- 
ically best. 

When the fundamental condition of 
senescence is understood, it is obvious 
that much can be done to preserve a 
healthy mental state and to plan for op- 
timum conditions for the old person. At 
all times it is advisable for an aging, 
senescent person to remain as much oc- 
cupied as possible without causing fa- 
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tigue, to carry as much responsibility as 
he can without undue strain, and to in- 
terest himself as widely as possible in 
order to keep in touch with current af- 
fairs, to obtain new experiences, and to 
maintain as many personal relationships 
as he can enjoy. Obviously his ability 
will depend very much on his capacity 
and on his previous experiences. 

Occupation during these years must 
include those activities essential for his 
personal needs, and as much work in 
connection with his living as is relevant 
to his social position. In the case of 
women, this usually includes a certain 
amount of domestic work and shopping; 
however, this type of work varies widely 
with different individuals and between 
men and women. In addition to such 
essential activities, the older person 
should be encouraged to cultivate as 
wide a variety of interests as possible. 
These interests may include: 

@ Continuation of work, professional 
or otherwise, often on a part-time basis. 

@ Cultural pursuits, varying with in- 
dividual tastes and resources, such as 
reading, music, art, study of language, 
and traveling. 

@ Hobbies which can become very 
absorbing with added leisure and may 
even become a source of income. 

e@ Help given to others, including 
contemporaries whose need is greater 
than his own and to members of the 
younger generation who have more to 
do than they can conveniently manage. 

It is particularly important that the 
elderly should keep in touch with chang- 
ing views and methods for, without such 
knowledge, they quickly lose contact 
with those who are younger and become 
solely dependent for social contacts 
upon a contemporary and shrinking 
circle of friends. 

The healthiest and safest and the hap- 
piest position for the aging person is in 
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the community, with close contact not 
only with contemporary and older 
groups but also with the younger gener- 
ation. Such contacts, if well made and 
well kept, can be and usually are equal- 
ly beneficial to all concerned; from the 
old persons’ point of view, those who 
are surrounded by friends feel the 
warmth of these associations and are 
given a feeling of security, which is very 
important in their declining years. 

It cannot be advocated too strongly that 
all persons should take opportunities to 
add to their experiences while they can, 
so that these can be stored for future use 
and enjoyment. Loss of vision and hear- 
ing occurs with increasing frequency in 
the later decades. From a practical point 
of view, medical attention should be 
sought early when needed, so that fail- 
ing eyes or ears can be improved. The 
senescent person usually has a limited 
capacity for physical exercise, and so is 
very dependent upon sight and hearing. 
Reading and other pleasures which de- 
pend upon sight and conversation and 
other pastimes which depend upon hear- 
ing form a valuable background for the 
greater leisure and diminishing activity 
of the senescent. If or when these senses 
fail, it is more than ordinarily necessary 
that those around the older person help 
him to adapt to his restricted field of in- 
terest. 

Withdrawal due to failure of sight 
and/or hearing, especially when this is 
sudden and at a time when many previ- 
ous activities and interests are no longer 
available, may be responsible for great 
depression and for a degree of apathy 
which may be serious to both mental 
and physical health. Neither physical 
nor mental changes can be indefinitely 
postponed, but successful management 
of the period of senescence contributes 
greatly to the happiness of the individual 
and his immediate circle of relatives and 
friends and also to the well-being of the 
community. 


GROUP 2. MENTAL CHANGES OF A 
REVERSIBLE OR TEMPORARY NATURE 
CAUSED BY PHYSICAL CONDITIONS 


In caring for old persons, and especial- 
ly for sick old patients, it is important 
to appreciate that much of the mental 
failing of old age is czused by physical 
illness and is of a temporary nature, or 
reversible, when the underlying condi- 
tion is treated. If adequately treated, 
this group of mental symptoms has the 
best prognosis of any, and it is impor- 
tant therefore that an accurate diagnosis 
is made in each case. If untreated, these 
conditions may become irreversible and 
so add to the patient’s discomfort and 
prejudice his future and perhaps that of 
his relatives as well. 

The commonest physical conditions 
responsible for temporary mental fail- 
ure include: 

@ Dehydration from any cause. 

@ Toxemia associated with acute in- 
fections or with diabetes. 

@ Anemia of any type. 

@ Uremia. 

@ An impaired cerebral vascular cir- 
culation with or without a cerebral vas- 
cular accident. 

@ Post-traumatic or postanesthetic 
shock. 

The commonest mental changes found 
in this group include: confusion with 
disorientation of time and place, hallu- 
cinations, and failure to recognize indi- 
viduals. Often the physical conditions 
responsible for the mental symptoms 
are multiple and more than one condi- 
tion may contribute to a mental impair- 
ment. For example, acute pulmonary 
congestion accompanied by toxemia may 
be associated with dehydration when the 
patient refuses fluids and alternative 
methods of hydration have failed or 
have not been tried. An anemic patient 
may suffer an acute infection, so that 
the mental symptoms which result are 
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caused by a combination of anemia and 
toxemia with, or without, dehydration. 

Apart from acute infections, toxemia 
may be brought about by diabetes, the 
management of which, in an elderly pa- 
tient, is often not easy. 

It is doubtful whether uremia or an 
impaired cerebral vascular circulation 
can be materially improved, but, as these 
conditions are frequently aggravated by 
some degree of dehydration, control of 
the latter often brings about some im- 
provement in such conditions. Patients 
who have had a cerebrovascular accident 
are often confused in the early stages, 
but, with the resolution of the condition, 
the mental traits disappear or lessen in 
degree. In connection with cerebrovas- 
cular catastrophes, particularly in those 
patients in whom there is a right-sided 
hemiplegia, it is well to look out for the 
condition of nominal aphasia, when a 
patient may not be mentally confused 
although he is unable to express himself 
accurately. Such conditions are often 
misunderstood, and may give a false im- 
pression of the underlying mental state. 

Dehydration can also play a contribu- 
tory part in these conditions because, in 
the initial stage soon after the catastro- 
phe, there may be reluctance on the part 
of the patient to take adequate fluid and, 
unless precautions are taken, a state of 
dehydration quickly supervenes. 

The management of the mental 
changes resultant upon such_ physical 
conditions depends, first, upon the early 
recognition of these conditions and upon 
an understanding of the causative fac- 
tors and then upon adequate treatment. 
In all cases, in addition to any specific 
treatment of the physical conditions, it 
is most important to attend to the fluid 
intake of the patient and to ensure that 
sedation is reduced to a minimum. 
Drugs of choice include the newer tran- 
quilizers. On the whole, barbiturates and 
opiates should be avoided. Although 
paraldehyde is one of the safer drugs 


214 Geriatrics, April 1959 


and is effective when given orally or by 
injection, it is generally inadvisable to 
give it when the patient is confused. The 
tendency for the unpleasant smell and 
taste to linger for many hours makes it 
dificult at times to convince a patient 
that he is not being poisoned, making it 
even more difficult to gain his confidence. 


Oversedation is one of the commonest 
causes of dehydration in the elderly, 
and it seems advisable that the method 
by which sedation is prescribed should 
be most carefully supervised. Without 
careful supervision, it is easy to confuse 
the patient still further by the addition 
of drugs, and, often at the same time, to 
fail in adequate hydration. A patient 
who is confused and sedated will not 
take fluids well by mouth and may be 
difficult to manage with a Ryles tube or 
a subcutaneous infusion. 

Dehydration takes place very rapidly 
in old persons and especially in men, in 
whom there is often less retention of 
fluid in the body. It may occur when the 
intake of fluid is inadequate, or when 
loss of fluid is excessive. The commonest 
causes of excessive loss are diarrhea and 
excessive heat, when the fluid loss occurs 
more rapidly in elderly than in younger 
persons and is replaced more slowly. In 
some ways, the condition is similar to 
that in infants and young children. 

As soon as dehydration begins to oc- 
cur, the patient is likely to manifest 
signs of mental confusion and may be 
noisy; it is at these times that the temp- 
tation to sedate must be overcome un- 
less absolutely necessary. When seda- 
tives are necessary they must be chosen 
with care, prescribed in minimum doses, 
and timed with intelligence and in con- 
junction with nursing reports. They 
should be given so as to ensure a restful 
night and avoid a drowsy morning. Rest- 
lessness at night will disturb the patient, 
other patients if in a ward, and rela- 
tives; morning drowsiness will prevent 
or make very difficult adequate hydra- 
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tion, and the intake of enough food and 
will tend to produce an active, restless 
patient on the following night. Badly- 
timed sedation often results also in 
oversedation, and the combination of 
factors producing the confusion is thus 
increased. Another point to remember is 
that certain drugs cause some confusion, 
and, when sedation is added, increased 
confusion results. ‘The author has seen 
the confusion resulting from the use of 
antihistamine drugs, such as Pipanol or 
Artane in Parkinson’s disease, made 
worse by the addition of phenobarbital. 
In such cases, if both drugs are dis- 
continued, the mental condition may re- 
turn to normal, or at least the mental 
symptoms become less marked. 

When these factors are remembered 
and the patient is well treated, the men- 
tal symptoms, in the majority of pa- 
tients, disappear as the physical condi- 
tion resolves. Such patients should be 
sent home to familiar surroundings as 
early as possible, and medical super- 
vision should continue until complete 
mental recovery has taken place. 

If or when the causes of such mental 
changes are not recognized, then the 
symptoms continue, and, if prolonged, 
sedation, in increasing dosage, is almost 
certain to follow, bringing about irre- 
versible changes and often resulting in 
the necessity for permanent accommo- 
dation away from home. 

Good management of these conditions 
may be summarized as follows: 

@ Early diagnosis. 

® Accurate assessment of the condition 
with full treatment. 

@ Adequate hydration. 

@ Minimal sedation. 


GROUP 3. MENTAL CHANGES OF AN 
IRREVERSIBLE OR PERMANENT NATURE 
WITH PHYSICAL DETERIORATION AND 
CHARACTERISTICS OF SENILITY 

The mental conditions of this group are 
those which are brought about by an in- 


herent progressive deterioration of the 
brain. Such conditions may be associ- 
ated with physical deterioration or may 
exist alone. In any case with co-existing 
physical illness, treatment of the illness 
does not diminish the mental symptoms 
which are essentially unrelated. Patients 
with these irreversible mental changes 
fall into three types: 

1. Those who are fully ambulant, con- 
tinent, and physically very fit, but who 
become completely mindless. These pa- 
tients are often very happy, easy to man- 
age, but entirely forgetful and quite ir- 
responsible. 

2. Those whose mental condition has 
progressed to a stage when they become 
antisocial, noisy, aggressive, doubly in- 
continent, and dirty in habits. ‘These pa- 
tients easily become bedfast as they re- 
main entirely uncooperative. Neverthe- 
less, many are easier to manage if sat 
up in a chair and tied in, to prevent an 
accident of falling. 

3. Those who are physically handi- 
capped by illness, such as arthritis and 
hemiplegia, or by accident, such as frac- 
tured femur, and whose mental condi- 
tion prevents them from the coopera- 
tion needed to benefit from full rehabil- 
itation. It must be accepted, however, 
that an experienced team may often suc- 
ceed in restoring a good deal of func- 
tion even with patients whose mental 
condition is poor. For these mentally 
poor patients who are physically handi- 
capped, patient, repetitive, precisional 
routine often gives results which are bet- 
ter than could have been anticipated. 
With such results, patients can some- 
times return home for permanent. su- 
pervision, when social conditions are 
good, and, at worst, they no longer need 
the full facilities of a hospital. The ma- 
jority, however, remain mentally handi- 
capped and unable to benefit by treat- 
ment, so that the untreated physical con- 
dition will undoubtedly progress, as a 
result. Most of these patients are incon- 
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tinent of urine and some are also in- 
continent of feces. Additional deteriora- 
tion including contractures, pressure 
sores, and so on can be postponed if 
these patients are got up and kept in the 
optimum positions. The type and height 
of chair, use of leather, laced-up shoes 
(orthopedic when appropriate) , and at- 
tention to the position of all limbs re- 
main important factors in the care ol 
these patients. For all patients in this 
group the best results will be obtained 
by as full occupation as is possible 
within the mental capacity, and_ this 
varies very considerably with different 
patients. For the ambulant, physical ex- 
ercise creates natural fatigue and so fa- 
vors a good night’s sleep without seda- 
tion. Attention to personal needs, with 
supervision when necessary, maintains a 
degree of social behavior, and handi- 
crafts when possible help to keep other- 
wise idle hands occupied and out of mis- 
chief. 

Usually the most difficult type of pa- 
tient to care for is the one who is fully 
ambulant and yet quite poor mentally. 
The care of such a patient depends very 
much upon the social background. 
Where this is good, it should, in many 
cases, be possible to provide enough su- 
pervision for the patient to remain at 
home, with temporary relief at times of 
holiday or sickness. There is no doubt 
that a personal regime compatible with 
the mental state is easier to arrange and 
to maintain in the patient’s own home. 
There are times, however, when this is 
quite impossible because of the patient’s 
background. In such cases, when there 
is no physical illness, the patient should 
be cared for in accommodation which 
provides safety from wandering but 
with minimal restrictions. Such accom- 
modation is at present difficult to obtain, 
but what is needed is a sheltered home 
with a garden and opportunity for oc- 
cupational therapy indoors and out-of- 
doors and for entertainment. In_ these 
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cases, medical supervision need be mini- 
mal, but must be present. 

The most degraded type is the entire- 
ly antisocial person—mindless, general- 
ly noisy, and incontinent; unless there 
are exceptional home conditions, it is al- 
ways necessary to care for this type of 
person in a hospital where full provi- 
sion and a trained and sympathetic staff 
is available. Such wards must be set 
apart from accommodation used for eld- 
erly patients whose mental condition is 
normal. 

At present very little research has 
been done with this group of patients, 
although some attempts, other than the 
routine prescription of drugs, have been 
tried in some places. For example it has 
been suggested that the use of music in 
these wards is beneficial. 

All patients in this group 3 with men- 
tal changes of an irreversible or perma- 
nent nature need constant medical su- 
pervision to maintain physical 
health and to guard against the insidious 
onset of a new medical entity, such as 
macrocytic anaemia, Parkinson’s disease, 
myxedema, or a neoplasm. All these pa- 
tients need good hydration, as much ex- 
ercise and occupation as is possible, and 
minimal sedation. 


good 


obtained 
only in an atmosphere where those con- 
cerned are not only knowledgeable, but 
sympathetic with the mentally frail. It is 
salutary to remember that these mental 
changes may occur in anyone regardless 
of education, position, creed, or color; 
the treatment and management of the 
conditions should be regarded as a chal- 
lenge to the medical and nursing pro- 
fessions and as a responsibility of the 
lay public, whose duty it is as citizens to 
give, or to provide, the personnel needed 
for good and adequate service. 


These conditions can be 


There is room for much initiative and 
a real need for research work—medical, 
nursing, and social—in this subject be- 
fore real progress can be made. 
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GRourp 4. MENTAL CHANGES BROUGHT 
ABOUT BY ENVIRONMENTAL CHANGES 
The patients within this group are most- 
ly living at home, although a few may 
be in a welfare home, where they are 
not properly adjusted or are not happily 
accommodated. 

One of the most important changes in 
environment which results in mental 
changes is that of retirement. Even when 
the event has been anticipated, the 
abruptness of sudden and complete ces- 
sation of work frequently brings about 
great depression and apathy. Especially 
with those persons who have no hobbies 
and few outside interests, the time of re- 
tirement may initiate considerable men- 
tal deterioration. This deterioration af- 
fects men more frequently than women, 
because the latter are more often occu- 
pied with domestic matters and do not 
become idle in the same way. Patients 
may be physically handicapped or not, 
and many factors may be responsible 
for the mental changes which occur. 

A person who lives alone tends to be- 
come rather isolated and out of touch 
with others and consequently may_be- 
come untidy and antisocial inhabits. 
Often such a person becomes, through 
his isolation, so completely self-depend- 
ent that offers of help, when necessary, 
give rise to suspicion of ulterior motives 
and may be refused. In such circum- 
stances, conditions go from bad to worse 
and, when ultimately the patient has to 
be removed on account of physical ill- 
ness or accident, his mental state may 
be the cause of some considerable anx- 
iety. At the time of removal it may be 
impossible to state at once whether his 
condition is of a temporary or a perma- 
nent nature. 

Another person may live unhappily 
with members of his family, or as a 
lodger. The continuous strain of know- 
ing that he is “not wanted” or of being 
“put in the wrong” or at least into an 
unfavorable position gives rise to a vari- 


ety of emotions including (1) aggres- 
sion with unfriendly and unnecessary 
independence, (2) hyperactivity, with 
interference (in an unconscious attempt 
to assert some authority), and (3) great 
depression and with it unnecessary de- 
pendence, for all needs, upon those with 
whom he lives. In these latter circum- 
stances help may be given, with increas- 
ing unwillingness, which is readily un- 
derstood by the old person and this adds 
to his depression. Some persons, by vir- 
tue of a nervous nature, become intro- 
spective and loneliness adds to this state 
of apprehension. Similarly, in these 
cases, uncongenial or unsympathetic 
company adds to irritation and a degree 
of friction occurs. In such an atmos- 
phere, a further state of anxiety and 
tension develops. 

Mental stability at home or elsewhere 
depends upon happiness, occupation, a 
sense of being wanted, and so a sense 
of security within the community. Re- 
ligious faith plays an important role in 
the maintenance of peaceful equilibrium, 
and, for this reason, the teachers and 
counsellors of religion should feel it a 
duty to attend upon the wishes of the 
aged, and to visit them in health as well 
as in sickness. 


Summary 
This is intended only to be a brief out- 
line, touching merely upon the fringe, 
of a subject about which as yet little is 
known. Until recent years mental illness 
has been regarded as a family stigma 
and as such has been kept out of sight 
and neglected. Without medical aid and 
with no knowledge as how best to man- 
age the condition, such patients have 
been allowed to deteriorate until no al- 
ternative to admission to a hospital was 
possible. Regarded by medical staff as 
unprofitable for treatment and by nurs- 
ing staff as unattractive patients fit only 
for custodial care, these persons have 
remained unclassified and too often 
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grossly undertreated. In this way, un- 
consciously, relatives and friends and 
therapists have rejected those with men- 
tal failings. The changes referred to in 
the four groups, already described, are 
as important and probably as varied as 
the physical infirmities found in old age. 
Just as mental deficiency is, of course, 
most common in children, so mental de- 
terioration is most common in the old. 
Of recent years much interest has been 
shown in the treatment of mental de- 
fects, and a great deal more intelligence 
has been applied to their needs and 





ways in which they can be educated to 
the limits of their capacity. 

Today, although there are signs of 
growing interest, much more research is 
needed into the subject of mental fail- 
ing in old age, and initiative is called 
for in planning for the future. Main- 
tenance of good health and happiness, 
a good environment with full social 
services as needed, increased employ- 
ment for the period of senescence, and 
as much activity and occupation as is 
possible should be aimed at and the im- 
portance of adequate hydration and 
minimal sedation should be remembered. 
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EXAMINATION Of the scalene lymph nodes is an important part of the 
survey of a patient suspected of having bronchogenic carcinoma. The 
procedure also has diagnostic value in Boeck’s sarcoidosis, extrapul- 
monary carcinoma, lymphoma, pulmonary mycoses, and pneumonoco- 
nioses. The scalene fat pad may be profitably sampled even if there 
are no palpable nodes. ‘The complications are few and include serous 
or chylous drainage and pneumothorax. 

The procedure was performed in 118 patients and revealed that one- 
half of the patients with bronchogenic carcinoma had positive scalene 
nodes and that 42 per cent of the total number of patients had a posi- 
tive diagnosis of some pathology. 


G. BANSMER, H. LAWRENCE, and L. D. HILL: The usefulness of scalene lymph node 
biopsy in pulmonary disease. Bull. Mason Clin. 12: 75-87, 1958. 


rHE BANANA is a readily available staple, palatable, low-sodium food 
that is useful in the treatment of diseases accompanied by sodium 
retention and edema. ‘Ten bananas form the staple portion of the diet, 
supplemented with 1.5 1. of the recently developed low-sodium milk. 
This diet provides 1,980 calories, 62 gm. protein, and an average 
sodium content of 3.02 mEq. Use of the banana diet in treatment ol 
congestive heart failure and hepatic cirrhosis with ascites has shown 
effective results. 


W. E. C. WACKER, M. MARGOSHES, A. F. BARTHOLOMAY, and B. L. VALLEE: Bananas as a 
low-sodium dietary staple. New England J. Med. 259: 901-904, 1958. 
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Radiological aspects of 


carotid artery syndrome 


LEONARD C 


HOUSTON 


@ From antiquity, thoracic kyphosis has 
been spoken of as one of the inevitable 
consequences of senescence. Ecclesiastes 
warns us of the day when “the keepers of 
the house shall tremble” (tremor of the 
hands) and the “strong men shall bow 
themselves” (kyphosis) . 


Development of Kyphosis 


There appear to be two causal factors in 
the development of senile kyphosis—de- 
generative disk disease and loss of mus- 
cular tone. With the passage of years, 
the nucleus pulposus of the disk loses 
its turgor and the disk becomes desiccat- 
ed (frequently calcifying in the lower 
thoracic region) , and this results in nar- 
rowing of the disk spaces. Narrowing 
causes bulging of the annulus fibrosus, 
which strips the periosteum from the 
opposing vertebral margins, particularly 
anterolaterally and almost exclusively 
on the right. Calcification and _ ossifica- 
tion occur at these sites and give rise to 
the familiar hypertrophic spur forma- 
tion. The position of the descending 
thoracic aorta on the left apparently 
tends to preclude the formation of osteo- 
phytes on the left side (figure I) . 


This condition has been termed osteo- 
arthritis or even spondylitis deformans. 
Since the major changes affect the disks 
and the vertebral bodies—where there 


LEONARD C. DOUBLEDAY, formerly attending radi- 
ologist and assisting radiologist at Columbia Uni- 
versity, is now in practice in Memorial Profes- 
sional Building, Houston. 


. DOUBLEDAY, M.D. 


The cause of senile kyphosis is de- 
generative disk disease and loss of 
muscle tone. A particular effect is the 
“kinked carotid” phenomenon. Fa- 
miliarity with the syndrome will pre- 
vent unnecessary investigation 


are no joints in the true sense of the 
word—the term degenerative disk disease 
more aptly describes the underlying path- 
ologic process. 

Necrosis of the disk may occur anteri- 
orly, and localized stress on the vertebral 
bodies gives rise to wedging and kypho- 
sis. However, in some subjects with ex- 
treme senile kyphosis, there is very little 
evidence of disk degeneration or wedg- 
ing of vertebral bodies. Von Bechterew 
ascribed these changes to loss of muscle 
tone with advancing years and called this 
form of kyphosis “spondylitis muscula- 
ris.” Today, spondylitis is considered an 
unsatisfactory term because such termi- 
nology connotes inflammation (figure II). 

Sequelae 
It is unusual for degenerative disk disease 
of the thoracic spine to cause symptoms; 
occasionally a calcified disk becomes ex- 
truded into the spinal canal, causing 
spinal cord compression. 

The phenomenon of “kinked carotid” 
is primarily the result of kyphosis. Those 
unfamiliar with this condition usually 
make the erroneous diagnosis of aneu- 
rysm of the carotid artery or even of en- 
larged lymph nodes in this area. 

This pseudoaneurysm is caused by tor- 
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FIG. 1. Senile kyphosis showing degenerative disk 
disease in midthoracic region. 


tuosity of the carotid artery on the right 
side and usually occurs in obese, hyper- 
tensive, arteriosclerotic women who ex- 
hibit kyphosis. If the kyphosis and ar- 
teriosclerosis are severe, kinking of the 
carotid may occur in nonobese subjects. 
Parkinson described kinked carotid in a 
man and found 10 instances in which 
there was no associated hypertension. ! 
Kyphosis, arteriosclerosis, and a high 
diaphragm in obese subjects combine to 
cause relative elevation of the arch ol 
the aorta within the thoracic cage. This 
results in tortuosity of the right carotid 
artery in an S-shaped bend or, in some 
instances, in a complete loop. A pulsat- 
ing mass may be present in the right side 
of the neck, as shown in the patient rep- 
resented in figure III. Figure IV demon- 
strates the S-shaped bend in the carotid 
artery of the same patient. It is to be 
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FIG. U. Senile kyphosis of the so-called Von Bech- 
terew type; degenerative disk disease in lower 
thoracic area, 


noted that this patient showed evidence 
of a senile type of kyphosis in the lateral 
projection of the chest, as illustrated in 
figure V. 

Subjects who demonstrate kinking of 
the carotid clinically usually show the 
aortic knob at the level of the clavicle 
or higher in a posteroanterior projec- 
tion of the chest (figure VI). 

The buckling may affect the innomi- 
nate artery rather than the carotid in 
some subjects. In the posteroanterior 
projection of the chest, the shadow is 
seen to have a well-defined outer margin 
which curves downward and medially 
to blend with the shadow of the arch of 
the aorta (figure VII); this is caused by 
the right innominate vein and _ artery. 
The lateral projection shows arterio- 
sclerotic tortuosity of the aorta (figure 
VIII). Angiocardiography demonstrates 
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FIG. 11. Pulsating mass in right side of neck. 
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FIG. 1v. S-shaped bend in right carotid artery of same patient, 


demonstrated by angiocardiography. 
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/ FIG. Vv. The kinked carotid and senile kyphosis in the 
same patient, as shown in lateral chest film. 
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FIG. VII. Toriuosily of 


innominate artery. 


that the right lateral portion of the 
shadow is caused by the right innomi- 
nate vein (figure IX), which is displaced 
by a tortuous innominate artery (figure 
X). The aortic knob may be higher than 
usual in posteroanterior projection, but 
does not reach the level of the clavicle. 
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FIG. VI. The aortic knob ts found at 
the level of the clavicle in 

this routine posteroanterior pro 
jection of the chest of a patient 
with kinked carotid. 





FIG. Vill. Arteriosclerosis of 
thoracic aorta. 








sare 


ae 





———— 





FIG. Ix. Angiogram demonstrating the con- 











tribution of right innominate vein to 
shadow. 
Conclusion 


The phenomenon of kinked carotid can 


be suspected in a routine posteroanterior 
projection of the chest in which the 
aortic knob is seen to lie at the level of 
the clavicle. 

More frequently, tortuosity of the 
innominate artery gives rise to a shadow 





FIG. X. Angiogram demonstrating tortuous 


innominate artery. 


of soft tissue density situated in the su- 
perior mediastinum on the right side. 
Familiarity with the characteristic fea- 
tures of such vascular shadows permits 
accurate interpretation and precludes un- 
necessary investigation to rule out such 
conditions as retrosternal extension of 
the thyroid gland or mediastinal malig- 
nancy, either primary or secondary. 


From the Department of Radiology, College of 
Physicians and Surgeons, Columbia University 
and Columbia-Presbyterian Medical Center, New 
York City. 
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Mental disorders of advanced years 


PAUL GAL, M.D. 


NEWTOWN, CONNECTICUT 


@ Mental disorders of the advanced 
years occupy a prominent position 
among the diseases of old people. In 
1912, 13.3 per cent of first admissions to 
mental hospitals in New York State were 
of patients over 65 years of age, and, in 
1955, 40 per cent were over 65.1 The 
problems of the aging are divergent and 
complex. 


Study Material 
With this paper we wished to contribute 
to the pathogenesis, clinical manifesta- 
tion, and differentiation of the mental 
disorders of advanced years. For our ma- 
terial, we reviewed the records of the 
Fairfield State Hospital, Newtown, Con- 
necticut, for the period of January 1956 
to June 1957. The cases selected were 
those of patients hospitalized for the 
first time at the age of 65 years or over, 
who had died at the hospital, and on 
whom an autopsy had been performed. 
There were 104 cases meeting these cri- 
teria. 

Of these 104 subjects, 58 were male 
and 46 were female. At the time of 
death, 20 patients were 65 to 70 years 
old, 39 were 71 to 80, 43 were 81 to 90, 
and 2 were in the 91 to 94 bracket. 

Macroscopic Findings 
Macroscopic examination of the brain 
was made in 101 cases. In 3 cases no 
section was made, as it happened that 
only weighing and outer examination 


PAUL GAL, formerly section chief at the Neuro- 
Psychiatric Institute of the University of Debre- 
cen, Hungary, is now senior physician at the 
Fairfield State Hospital, Newtown, Connecticut. 
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A review of 104 cases of elderly per- 
sons who died in a state mental hos- 
pital revealed that cerebral arterio- 
sclerosis and senile brain disease con- 
stitute the bulk of mental disorder in 
the advanced years. Changes of the 
brain tissue per se did not necessarily 
produce and give the characteristics 
of a psychosis. Constitutional, person- 
al, and social factors played impor- 
tant roles in the development of a 
psychosis. 


were done. ‘The macroscopic examination 
of the brain revealed striking changes 
in most cases. 

Thickening of the dura was found in 
5 subjects, calcification in 1, some adher- 
ence in 4, and brownish pigmentation 
in 3. Thickening of the leptomeninges 
was found in 10 subjects; slight fibrosis 
in 2; hyperemia, marked hyalin changes, 
fresh ecchymoses, and edema in | case 
each. Subdural hemorrhages were _pre- 
sent: recent in | case; old and organized 
in 6 cases; bilateral in 1; and unilateral 
in 5. Subarachnoid hemorrhages were 
noted: old in one case and recent in 
another. 

The signs of cortical atrophy were ex- 
treme in 8 subjects, marked in 69 (in 6, 
especially in the frontal region), and 
moderate in degree in 6 cases. Cerebel- 
lar atrophy was pronounced in one sub- 
ject and pressure cones were present in 
8. Frontal lobe hypoplasia and general 
cerebellar hypoplasia were revealed in 
one subject each. 

Anomalies, marked lumen differences 
of the circle of Willis, were present in 
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9 subjects. Cortical defects—one large 
right temporal and a small one left post 
central gyrus—were found in 2 subjects. 
The vessels at the base of the brain and 
their larger branches showed arterioscle- 
rosis in patchy form in all cases. The 
changes were described as slight in 4 
cases, moderate in extent in 7, and pro- 
liferating or resembling small hemangi- 
oma in 9. Arteriosclerotic changes were 
present in all cases in other organs too, 
but the magnitude and intensity of 
changes were rarely parallel with those 
of the brain. 

The brain weights varied from 850 to 
1,840 gm., as shown in the following 
table: 





Weight of brain 


Number of cases 


850-1,000 gm. 9 
1,000-1,100 gm. 23 
1,100-1,200 gm. 26 
1,200-1,300 gm. 24 
1,300-1,400 gm. 10 
1,400-1,500 gm. 1 
1,500-1,840 gm. 3 
without data 8 





In 2 subjects, hemorrhages were noted 
as recent in basal ganglia, and, in 23, as 
old in different parts of the brain. ‘Three 
subjects had suffered occlusion: 2 in the 
middle cerebral artery and | in the basi- 
lar. Twenty-one subjects showed old in- 
farcts, mostly in occipital and parietal 
lobes, with small foci of malacias mainly 
in the basal ganglia. Vasoporosities* 
were present in 29 subjects. External 
and internal hydrocephalus was seen in 
$2. 

Microscopic Findings 
Without enumerating in detail the dif- 
ferent pictures and locations of micro- 
scopic changes of the brain, we divided 
the cases into 4 groups for better and 
easier survey. 

Group | consisted of 48 subjects, aged 
65 to 88 years. Their main microscopic 


characteristics were cerebral arterioscle- 
rosis with the consequential picture of 
hemorrhages, thrombosis, infarcts, ma- 
lacias. The term of arteriosclerosis was 
used in the broad sense to include ather- 
osclerosis which affects the larger arter- 
ies, arteriosclerosis, as well as capillary 
and arteriocapillary fibrosis. The fine 
changes of the small vessels were domi- 
nant. There were some cortical atro- 
phies, but no senile plaque or neuro- 
fibrillary alterations. The weights of the 
brain ran from 1,125 to 1,840 gm. Cere- 
bral edema was generally present. 

Group 2 consisted of 32 subjects, aged 
72 to 94 years. Microscopically, all had 
diffuse cortical atrophy; acellular, dev- 
astated area; senile plaques; Alzheimer 
type of neurofibrillary changes; margin- 
al gliosis; and corpora amylacea. In 2 
cases, the neurofibrillary changes were 
conspicuously numerous. There was 
mild arteriosclerosis in all cases. Brain 
weights were from 850 to 1,580 gm. 

Group 3 consisted of 15 subjects, in 
whom the brain showed both arterio- 
sclerotic and senile changes—neither se- 
vere nor extensive, however. The ages of 
the patients were 65 to 91, the brain 
weights from 970 to 1,350 gm. 

Group 4 consisted of 9 subjects who 
did not fit into the first 3 groups. All 
had some arteriosclerotic and_ senile 
changes, but the most prominent changes 
were tumor in 8 subjects, and a syphilit- 
ic reaction in 1. The ages of the patients 
were 67 to 84 years, with brain weights 
from 1,100 to 1,700 gm. 


Clinical Manifestations 
The clinical manifestations of these pa- 
tients varied from very mild behavioral 
disorder, through the different symp- 
toms of psychosis, to severe personality 
deterioration. The cases were divided 
into three groups on the basis of the 
anamnesis, type of onset, clinical symp- 
toms, and course of the disorder. 

Group 1 consisted of 56 cases of 
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chronic brain syndrome associated with 
cerebral arteriosclerosis—in 36 cases 
with psychotic reaction and in 20 with 
behavioral reaction. The ages of patients 
were from 65 to 86 years. The disorders 
were characterized by sudden onset of 
mental episodes, spells of dizziness, con- 
fusion, subjective somatic and mental 
complaints, impairment of memory, ob- 
jective neurologic signs, and convulsive 
and apoplectic attacks. 

Group 2 contained 36 cases of chronic 
brain syndrome associated with senile 
brain disease—in 10 cases with psychot- 
ic reaction and in 26 with behavioral re- 
action. The ages of patients were from 
72 to 94 years. The disorders were char- 
acterized by mostly gradual and, in 
many cases, uncertain onset; massive 
and diffuse defects of memory and com- 
prehension; paranoid ideas; disorienta- 
tion; and confabulation and ran from 
simple deterioration to a state of vegeta- 
tive existence. 

Group 3 consisted of 12 cases with di- 
agnosis as follows: Alzheimer’s disease 
and schizophrenic reaction, 2 cases each; 
involutional psychotic reaction, 1 case; 
paranoid reaction, 1; chronic brain syn- 
drome associated with alcohol intoxica- 
tion, 1, with central nervous system syph- 
ilis, 1, with intracranial neoplasm post- 
operative, 1, with uremia, 1, with disease 
of unknown cause, 1; and transient situa- 
tional personality disturbance, 1. The 
ages of patients were from 67 to 84 years. 

The diagnosis of Alzheimer’s disease 
was established on the basis of aphasia- 
like disturbance. In these cases, neuro- 


fibrillary changes were conspicuously 
numerous; senile plaques were also 
present. 

Discussion 


Cerebral arteriosclerosis and senile brain 
disease constitute the bulk of mental 
disorder in the advanced years. 

In cerebral arteriosclerosis, the vascu- 
lar degenerative changes prevail. In se- 
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nile brain disease, the parenchymatous 
changes are characteristic. In our mate- 
rial, arteriosclerotic changes were pres- 
ent in all 104 subjects, senile brain dis- 
ease only in 32. Senile brain disease 
arises later in life; our youngest patient 
was 72 years old. In 15 subjects, the 
types of changes were mixed without be- 
ing overwhelmingly characteristic of one 
or the other changes. In 9 subjects, the 
prominent changes were not inherent in 
old age. 

Generally speaking, a precise and de- 
tailed knowledge of the gross and micro- 
scopic changes of the organs is prereq- 
uisite to the understanding of a disease. 
It provides a constant check on the accu- 
racy of clinical diagnosis. Unfortunate- 
ly, such correlations exist only to a lim- 
ited extent in psychiatry. Frequent at- 
tempts have been made to correlate 
brain weight with psychic function, but, 
with a few obvious exceptions, these 
have had no value. One of our 73-year- 
old female patients with a brain weight 
of 980 gm. was less deteriorated than a 
69-year-old man with a brain weight of 
1,840 gm. Edema is usually the main 
factor, among many others, which deter- 
mines the extreme weight of the brain. 

Similarly, in some cases of our mate- 
rial, the microscopic picture of brain 
atrophy was not parallel to the mental 
function of the patient. The Wertheims 
emphasized that marked atrophy may 
exist in the brain without any sign of 
dementia.* Gellerstedt’s exhaustive in- 
vestigation showed that typical arterio- 
sclerotic and senile brain changes were 
demonstrable in the brains of mentally 
healthy patients from 65 to 99 years of 
age.4 Spielmeyer found no mental ab- 
normality in patients with typical his- 
tologic lesions of general paresis.> The 
study by Rhein and associates revealed 
that more than 30 per cent of their cases 
did not fit exactly into their classifica- 
tion based upon correlations between 
symptoms and postmortem findings.® In 
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our material, the discrepancy was only 
about 25 per cent. Strassman and Krush* 
and Rothschild’ pointed out that there is 
no exact correlation between the inten- 
sity of mental symptoms and the severity 
of the pathologic findings. Rothschild 
called attention to the difficulty of exact 
clinical diagnosis and differentiation of 
senile dementia and arteriosclerotic psy- 
chosis, using pathologically proved cases 
for his material.? It would seem that 
pathology presents only one facet of dis- 
ease and it is not the major etiologic 
factor in the mental disease of aged. In- 
dividual mental vulnerability and the ca- 
pacity to compensate for cerebral dam- 
age must be taken into consideration.!? 

It seems certain that inherited consti- 
tutional factors play a basic role in de- 
termining the ability to maintain a state 
of physical and mental health until and 
through the period of senescence." It 
has been suggested that unfavorable per- 
sonal and social factors may impair the 
individual’s ability to withstand the 
cerebral damage.!*"14 

In our material little or no history 
was available in several cases, but in 
some the mental disorder of one or more 
close relatives were proved. In many 
cases it was possible to demonstrate the 
more or less unhealthy premorbid per- 
sonality by paranoid thinking and by 
selfish, antisocial, aggressive, emotional- 
ly unstable, paranoid, seclusive, head- 
strong, and anxious behavior. The men- 
tal disorder arose often in consequence 
of retirement, joblessness, and financial 
insecurity. The following case clearly 
demonstrates the capacity to compensate 
cerebral damages and the significance of 
the precipitating nioment. 


This 88-year-old man suffered a_ severe 
head injury many years before, from which 
he recovered completely. The sudden death 
of his wife, who was much younger than he, 
provoked a state of severe mental deficiency 
and, within two weeks, his death. Postmortem 
examination revealed minimal senile brain 


changes, moderate cerebral arteriosclerotic 
changes, severe brain damage from old head 
trauma, and chromophobadenoma of pitui- 
tary. 


As far as the clinical diagnosis is con- 
cerned, although there will always be 
mixed arteriosclerotic and senile changes, 
possession of an adequate history and 
persistent, thorough observation may re- 
duce to a minimum the difficulty of clin- 
ical differentiation in mental diseases of 
aged. 


Conclusions 


Although the mental disorders in ad- 
vanced years remain unsurmounted they 
are no longer regarded as invincible. 

The changes in the brain which come 
with age are not due solely to the pas- 
sage of time. Everyone accumulates 
scars and the consequences of insults, as 
shown in our gross pathologic findings. 
But tissue damage per se does not neces- 
sarily produce and give the characteris- 
tic of a psychosis. The hereditary-con- 
stitutional, personal, and social factors 
play important etiologic and precipitat- 
ing roles in the development of a psy- 
chosis. 

Little can be done about unfavorable 
inheritance and constitutional make-up, 
but personal and social factors are at 
least potentially susceptible to modifica- 
tion. Biochemy and brain physiology 
will be as helpful in prevention of psy- 
choses as the attitude of society, which 
should offer more understanding and se- 
curity for the old people. 


Summary 


A review was made of 104 mental pa- 
tients who were hospitalized for the first 
time at the age of 65 or over and on 
whom an autopsy was performed after 
death in the hospital. Pathologic diag- 
noses were: Cerebral arteriosclerosis in 
48, senile brain disease in 32, mixed 
type in 15, and in 9 subjects prominent 
changes were not inherent to old age. 
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Clinical diagnoses were: chronic brain 
syndrome associated with cerebral arte- 
riosclerosis in 56 cases and with senile 
brain disease in 36, Alzheimer’s disease 
in 2, and involutional psychosis in 1. 

Various kinds of mental disorders 
were unrelated to old age in 10 subjects. 
The weight of the brain did not correlate 
with mental function. Changes of brain 
tissue per se did not necessarily produce 
and give the characteristics of a psycho- 
sis. The hereditary-constitutional, per- 
sonal, and social factors played an im- 
portant etiologic and precipitating role 
in the development of a psychosis. 

The difficulty of clinical differentia- 
tion may be reduced by an adequate his- 
tory and a persistent, thorough observa- 
tion. Biochemy, brain physiology, and 
the understanding attitude of society 
will be helpful in prevention of mental 
disorders of old age. 


Credit for the observations regarding the anom- 
alies, consisting of marked lumen differences of 
the circle of Willis, belongs to Dr. Donald L. 
Howie, director of the clinical laboratory, Fair- 
field State Hospital. , 
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An activity program for old persons 


in a sheltered living community 


RICHARD N. FILER, Ph.D. 


WOOD, WISCONSIN 


@ Wherever one turns in the literature on 
aging there echoes the theme crisply 
stated by Piersol and Bortz many years 
ago: “The society which fosters research 
to save human life cannot escape respon- 
sibility for the life thus extended. It is 
for science not only to add to the years 
of life, but more important to add life 
to the years.”’! 

This concept is widely accepted, and 
planning for the aging proportion of our 
population emphasizes continuance of 
useful, purposeful activities in addition 
to medical care and economic security to 
enable the older person to maintain an 
integrated role in society. 


Need for Purposeful Living 


Most of those who speak out for the 
need for activities in later life make a 
distinction between healthy activity and 
“busy-work.”” A feeling of adequacy, ac- 
complishment, and usefulness should re- 
sult from activity and give the person 
opportunity to use his abilities, whatever 
they may be. Programs for the older 
person should promote social and emo- 
tional adjustment by making it possible 
for him to find companionship and cre- 
ate an environment that is favorable to 
his expansion. Activity programs should 
spotlight rehabilitation of personal effi- 
ciency by making it possible for the 
older person to make the maximnm use 


RICHARD N. FILER is chief, Domiciliary Pilot Study, 
Wood Veterans Administration Center, Wood, 
Wisconsin, 


That older persons should maintain 
community ties and continue to en- 
gage in purposeful activity is an ac- 
cepted concept. When circumstances 
necessitate residence in a home or 
other sheltered environment, the 
same concept still applies although 
the perspective of staff and resident 
must change. A pilot program which 
is developing planned activities on an 
individual basis with each of 1,500 
residents living in a domiciliary estab- 
lishment ts described. 


of the capabilities least impaired and en- 
courage community usefulness. Such val- 
ues enhance the strength of a democratic 
society both materially and morally. The 
benefit to the individual life is beyond 
measure. 

The great majority of older citizens 
remain in the community in some status, 
and programs for the aging should strive 
to maintain and strengthen this conven- 
tion. Unfortunately, however, there is a 
significantly large number, several hun- 
dred thousand in fact, who now live in a 
variety of institutional settings. As socie- 
ty accepts as its main purpose the eleva- 
tion of individual human life, it is chal- 
lenged to be increasingly concerned with 
older persons in congregate living situa- 
tions and to extend to them purpose for 
their prolonged lives and the dignity of 
being members of mankind. 

Switzer and Rusk strongly emphasize 
that older persons who must live an in- 
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stitutional life must also have the oppor- 
tunity to do something purposeful and 
constructive, for they live in a society 
that respects the contributor.? The end- 
ing of active, productive life in the com- 
munity symbolizes the end of independ- 
ence and purpose in life. These authori- 
ties on rehabilitation say that, by failing 
to utilize activity, we neglect one of the 
most valuable tools in the management 
of the chronically ill and aged. In sup- 
port of this, they point out that ob- 
servers of institutional life too often 
note the apathy and hopelessness of resi- 
dents. Those who are bright and aiert 
are those residents who have voluntarily 
assumed or have been assigned to tasks 
within their physical and mental capac- 
ities. This kind of observation has led to 
an increased emphasis on planned activ- 
ity programs in congregate living situa- 
tions. There is growing acceptance of 
the idea that participation in an active 
program of living, commensurate with 
medical status, ability levels, and inter- 
ests, increases the residents’ potential for 
return to the community. If this is not 
achieved, there is still the possibility of 
checking the too rapid decline of physi- 
cal health and mental alertness and the 
social habit deterioration that many ob- 
servers have associated with “institution- 
alization” in the past. 


The VA Program 


The Veterans Administration operates 
and maintains 17 domiciliary establish- 
ments providing shelter, food, clothing, 
and necessary medical service for elder- 
ly and disabled veterans. In addition, a 
program of planned activities is being 
developed to add meaning and direction 
to the everyday life of these residents.* 

An activity planning board was estab- 
lished in each domiciliary including 
some or all of the following personnel: 
director of domiciliary, physician, social 
worker, psychologist, recreation super- 
visor, and vocational guidance coordina- 
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tor. This board was given the responsi- 
bility of meeting with each resideni and 
working out a plan of activities wixich 
would be beneficial to him during his 
stay in the Home. 


In order to implement this Planned 
Activities Program, a pilot program was 
begun at Veterans Administration Cen- 
ter, Wood, Wisconsin, in April 1956 to 
develop this process for individual plan- 
ning with each of the 1,500 residents. 
The men range in age from 30 to 93, 
with an average age of 63, and over 80 
per cent are between the ages of 57 and 
72. Each has one or more disabilities, 
most of which are chronic in nature. 

Before any attempts at planning were 
made, a philosophy guiding the program 
was explicitly formulated and expressed. 
In brief, it stated that meaning and direc- 
tion cannot be added to an older per- 
son’s life by the simple process of im- 
posing upon him a preconceived sched- 
ule of activities without regard for his 
needs or interests or desires. Such a pol- 
icy would be as distasteful as Grandma’s 
notion that everyone should take a daily 
dose of castor oil “because it is good 
for you.” 

Any program which involves issues as 
personal as planning for daily activities 
necessitates strict observance of basic 
individual rights. There must be recog- 
nition of the need to plan activities with 
the resident and not for him. Men can- 
not be helped permanently if we do for 
them what they can do and should do 
for themselves. However, program direc- 
tors can provide conditions which foster 
independence. The greater the initiative 
with which a resident develops his own 
plans for a constructive, satisfying life, 
the greater are his chances for physical, 
mental, and emotional health. The great- 
er the opportunities for such growth 
provided by the staff, the greater are the 
chances that the residents will move in 
such a positive direction. 

To implement a Planned Activities 
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Program based on this philosophy at the 
center, 4 interrelated processes were de- 
veloped simultaneously to enable a small 
staff to plan with a large population and 
still maintain an individualized and pro- 
fessional approach. These included (1) 
assessment, (2) assignment or place- 
ment, (3) evaluation of individual ad- 
justment in planned programs, and (4) 
development of new activities. 

1. ASSESSMENT 

Assessment involved several steps, the 
first of which was establishing a process 
whereby the population could be evalu- 
ated individually and collectively. To 
this end, a large scale assessment pro- 
gram, consisting of a combination of 
group psychologic tests, individual inter- 
views, and comprehensive medical eval- 
uations, was inaugurated. One year lat- 
er, the residents had a second evaluation. 
This is now a continuing process, ena- 
bling the staff to keep up-to-date on resi- 
dents who remain and to assess new resi- 
dents. ‘The individual assessment sets the 
stage for individual planning; the same 
data, analyzed coilectively, gives the 
staff fuller appreciation of the popula- 
tion with which they are working. 

Most of the existing assessment instru- 
ments were found to be inadequate for 
application with older people. The pol- 
icy of the pilot program has been to use 
the available instruments with restrained 
interpretation and also to initiate devel- 
opment of more acceptable measuring 
(levices. 

At the same time, there was an assess- 
ment of the activity program, including 
evaluation of the staff and its functions. 
For example, every available construc- 
tive activity was subjected to a job anal- 
ysis which called for a description of 
operations required to perform the work 
activity, tools used, training or experi- 
ence needed, physical measurements nec- 
essary, possible adaptations which could 
be made for the handicapped, and kind 


of supervision provided. This latter as- 
sessment, combined with the assessment 
of the population, indicated the areas 
which needed new program development. 


2. ASSIGNMENT 


The development of the assignment or 
placement process requires the guidance 
of professionally trained persons. From 
a technical standpoint, there is nothing 
new in the concept of adequate assess- 
ment of capabilities and analysis of 
available activities and the fitting togeth- 
er of these two processes. This has been 
done in industry by psychologists in job 
placement, and, in hospitals, by medical 
rehabilitation boards who formulate 
treatment plans for the whole person 
after certain disabilities have altered the 
course of his life. In a large congregate 
living situation, these processes must be 
guided by a well-trained, understanding 
staff if hundreds of individual daily 
plans of activity are to be successfully 
developed. This kind of staff knows that 
information obtained from personal as- 
sessment does not automatically dictate 
an assignment of activities. The assess- 
ment process provides certain valid in- 
formation which guides the resident and 
staff in planning a schedule of activities 
to add meaning and direction to the resi- 
dent’s everyday life. 

Activity planning does not take place 
at a meeting between the activity plan- 
ning board and the resident. For the in- 
dividual, activity planning begins with 
medical evaluation and culminates at a 
planning board meeting after he has 
gone through a process which enables 
the staff to assess him from many stand- 
points. In addition, the resident has been 
given a clear picture of the facilities, ac- 
tivities, and programs available and an 
opportunity to discuss all aspects of the 
program as it relates to his own medical 
condition, assets, limitations, and aspira- 
tions. The final meeting with the activity 
planning board is, in most instances, 
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merely the point at which all aspects of 
the resident’s program become crystal. 
lized and scheduled in specific form. 

Following is a description of the Ac- 
tivity Planning Process now in operation 
at the Wood Veterans Administration 
Center, as developed during the pilot 
program. 


@ Medical Evaluation. Each resident re- 
ceives a complete medical evaluation 
within twenty-four hours after admis- 
sion, and, if additional consultations are 
needed, they are scheduled and com- 
pleted prior to the medical review and 
personal medical interview which takes 
place before the planning board meet- 
ing. If indicated, the resident is referred 
to the physical medicine and rehabilita- 
tion department where specific recom- 
mendations are made for treatment to 
be included in the individual planned 
program. 


@ Group Orientation. The resident is 
scheduled for one full day of group ori- 
entation within one week after arrival or 
as soon as he is cleared through medical 
service. He spends the day with a group 
of other new residents, learning about 
the procedures and facilities at Wood 
which will enable him to make the best 
plan of living possible when he meets 
with the planning board. This new 
group is greeted by the director, who de- 
scribes the domiciliary and the Planned 
Activities Program, and then the public 
health nurse outlines the procedures of 
the medical clinic and the expectations 
of the medical service as to personal hy- 
giene and following the medical pro- 
gram. 

The wide variety of work opportuni- 
ties is thoroughly explained and demon- 
strated by the constructive activity co- 
ordinator. During a tour of administra- 
tion areas, the dietitian explains meals, 
diets, and dining room procedure, the 
chief guard discusses safety, smoking 
rules, prohibited articles, intoxication, 
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and so on, and, at the medical clinic, the 
men are introduced to the physicians. 
The constructive activity coordinator fin- 
ishes the morning with a tour of con- 
structive activities for severely disabled 
residents. The social worker talks briefly 
to the group, explaining that they will 
be talking individually to him later to 
begin planning for their own activity 
programs, and special service outlines 
all of the recreation and leisure-time ac- 
tivities available. The group tours the 
domiciliary to see on the spot all of the 
facilities and examples of the activities 
which have been described during the 
day. The day is ended with a coffee 
hour, which is attended by staff person- 
nel who answer questions and talk about 
the program at Wood. 


@ Psychologic Evaluation. Each person 
completes as much as he can of a battery 
of group psychologic tests which aid in 
determining his present level of intellec- 
tual functioning, interests, attitudes, and 
personality characteristics. During the 
testing period, general information is 
gathered through a written question- 
naire for use by the social worker. 

@ Social Work Service Interview. Here, 
each new prospective resident is inter- 
viewed to help him integrate the under- 
standing he now has of the facilities and 
program at Wood into personal plans 
for his own program of planned activi- 
ties. In addition, any casework is initi- 
ated, and any social service programming 
deemed advisable is recommended. 

@ Medical Review and Personal Inter- 
view. At this point, the resident is inter- 
viewed by a physician who reviews all 
medical findings, insures that the medi- 
cal evaluation is complete, and inter- 
prets and discusses the medical picture 
with the resident as it relates to his per- 
sonal planned living program. The phy- 
sician then determines whether the resi- 
dent goes to the Special Planning Board 
for seriously disabled residents or to the 
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General Planning Board for those able 
to participate in the general domiciliary 
program. 


@ Special Planning Board. If the resi- 
dent appears at this board, a program of 
adapted activities in work, recreation, 
and supervised active sports in addition 
to the prescribed medical program is 
worked out with him. Therapists from 
physical medicine and rehabilitation 
and special service are present, serving 
as a personal bridge between the plan- 
ning board and activity program by per- 
sonally helping each person to begin 
scheduled activities and maintain pro- 
gressive participation in them. They re- 
port progress and general evaluation 
back to the Special Planning Board. 


@ General Planning Board. If the resi- 
dent appears before this board, a gener- 
al program of work, recreation, rest, and 
medical care is outlined with him. If it 
is felt that he needs help in planning 
recreation and social activities or if part 
of these activities should be on a sched- 
uled and supervised basis, he is referred 
to special service for individual plan- 
ning. He then meets with the activity 
planning clerk, who types his planned 
program on his identification card and 
answers any questions he may have con- 
cerning his plan. 


3. EVALUATION OF INDIVIDUAL 
ADJUSTMENT 


The next step in a planned living pro- 
gram is evaluation. At this Center, a 
graduated scale of adjustment has been 
established, beginning with self-care and 
progressing through increased participa- 
tion in higher levels of activity to the 
highest level, which is return to the out- 
side community. With each person, the 
staff makes a judgement as to the rela- 
tive gap between the initial activity plan 
and estimated goal or possible level of 
rehabilitation. The data are recorded on 
a punch and sorting card and a date 


automatically designated as follow-up or 
evaluation time. Adequate follow-up of 
each person insures changes in his pro- 
gram commensurate with changes in his 
medical status and capabilities and also 
enables the staff to evaluate its success 
in the guidance and planning process. 


4. DEVELOPMENT OF NEW ACTIVITIES 


As this assessment, placement, and evalu- 
ation process has progressed, a program 
of activities has been unfolding gradual- 
ly with emphasis on developing the areas 
of work and recreation and leisure-time 
activities in addition to the provision of 
excellent medical care. 

Work Activities 
In this area of work or constructive as- 
signment, many of the residents have 
been able to assume various degrees of 
responsibilities in the normal operations 
necessary to the maintenance of the hos- 
pital and domiciliary functioning. 

With the viewpoint that the domicili- 
ary is a home for 1,500 veterans of vary- 
ing degrees of disability and age and, 
further, that the center, which includes 
a hospital, living quarters, dining areas, 
theater, social hall, recreation areas, li- 
brary, administrative buildings, restau- 
rant-store, and so forth, is the immediate 
community in which these men live, the 
program of work is designed to help 
each of the residents to take his place 
in this sheltered community in a way 
which is as nearly like normal commu- 
nity living as possible. Traditionally, the 
men living in veterans’ homes have as- 
sumed responsibility for much of the 
maintenance of living areas, grounds, 
kitchens and dining facilities, and so on. 
There have been opportunities for cleri- 
cal, laundry, and library work and other 
such usual activities. 

All of these natural work situations 
were included in the new over-all pro- 
gram of work opportunities. However, 
these situations were not adequate to ab- 
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sorb all of the residents, especially those 
who had greater degrees of disability. 
Some special programs were then de- 
signed through which it became possible 
for even the most disabled man to take 
part in domiciliary community life and 
contribute services which could be 
viewed as a vital part of this communi- 
ty. Although all members of the domi- 
ciliary establishment have definite limi- 
tations, the assessment process revealed 
that some of the members at Wood stand 
out for their artistic talents, craftsman- 
ship, leadership qualities, clerical apti- 
tude, or other special abilities. Through 
these, a member might find an avenue 
for a most satisfying contribution to the 
community in which he is living. Not to 
be overlooked, however, are contribu- 
tions which in the usual sense are not 
considered work but, in the sheltered liv- 
ing program, may be viewed as construc- 
tive activities. Consider, for example, a 
70-year-old former professional man, 
physically frail and no longer able or 
desirous of performing simple paper 
work functions. If this member, through 
an ability to get along with people and 
a genuine interest in his fellow man, 
spends part of his day visiting with other 
members in the Home who are feeling 
discouraged, he is performing a construc- 
tive assignment. 

The interpretation of constructive as- 
signment is broad and flexible. The pilot 
study has found that the important thing 
is not to set up situations which center 
only around work as measured by physi- 
cal exertion. It is better to emphasize 
the constructiveness of the contribution 
and make sure that this idea is conveyed 
to the member. With some of our older 
citizens, due to their perception of what 
is a contribution and what is not, the 
work activity has to be concrete and spe- 
cific, such as sweeping the floor, fixing a 
water faucet, filing cards, or typing. To 
others, it might be more abstract, such 
as helping organize recreational activi- 
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ties, writing articles for the station news- 
paper, or teaching another member how 
to make things in arts and crafts. The 
main thing is to make sure that the resi- 
dent has a genuine feeling that his work 
involves giving something of himself to 
make his home and community a better 
place in which to live. Development of 
such individual attitudes can help bol- 
ster the feelings of self-respect and use- 
fulness which seem to be two of the 
greatest needs of the aging person. Also, 
the greater the number who feel this 
way, the higher the morale. 

Development of a program of such a 
scope involves more than just an arbi- 
trary breakdown of an existing work- 
load into segments and random assign- 
ment of members to these segments. It 
is important that each assignment be 
purposeful, both to the domiciliary com- 
munity and to the veteran living in that 
community. The benefit may be only in 
the acceptance on the part of the veteran 
that he is assuming a small responsibil- 
ity for maintaining his community. The 
constructive assignment may be of such 
a nature that it serves to enhance his 
interpersonal relationships or makes him 
feel that he belongs to a group. The ac- 
tivity may provide a situation in which 
he redevelops his feelings of being 
wanted, essential, and useful. 

One of the special programs which has 
been developed is a clerical service pro- 
vided by members of the most disabled 
and handicapped group. All of the work 
turned out by these men, most of whom 
are over 60 and in wheel chairs, is part 
of the normal clerical operations of the 
Center. This service has been so de- 
signed that it can offer clerical work at 
varying levels of complexity. Because 
some of the veterans are handicapped 
both physically and mentally and may 
have difficulty remembering the clerical 
operations which they perform daily, 
some simple adaptions, such as visual 
aids describing separate steps involved 
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in these processes, were devised by staff 
personnel. The member who has a defect 
of memory has only to look at the visual 
breakdown of his work in front of him 
to remind himself of the operations to 
complete his task. For others who are 
physically handicapped but mentally 
very alert, there are more complex tasks 
to be performed. Men are helped to 
function at their optimal level, not 
underestimating them or imposing de- 
mands upon them which are too great. 

Another aspect of this clerical service 
which has served to insure its success is 
de-emphasis on comparative perform- 
ance. No records are kept or emphasized 
which point out the fact that one man 
has greater ability or turns out more 
work than another. Attendance records 
are kept and posted so that each person 
knows who makes up his group and how 
faithfully they are in attendance, but 
only those records which demonstrate 
the efforts of the service as a whole are 
posted. In this way, the men have devel- 
oped a loyalty and a pride in their group 
without fear of disapproval that might 
come from any emphasis on the fact that 
one man is not able to carry as much of 
the load as another. 

For those who lack interest in or dis- 
like this kind of adapted work situation, 
other work activities which are directly 
related to the needs of the community 
and which fit with the disabilities and 
abilities of disabled veterans have been 
developed. Veterans who need a sitting 
type of work activity repair pajamas 
used by veterans in the hospital, replace 
grip fasteners, and so on. Other activities 
are bookbinding and a book repair proj- 
ect and a sheltered mechanical workshop 
in which disabled men repair, clean, and 
oil fans and rewire head sets for bedside 
radio listening. Through assessment of 
the kind of work which needs to be done 
and through the development of certain 
adaptations in the methods by which it 
can be done, it has been possible for 


many older residents to again become 
functional and effective and return to an 
active and interesting work situation. 

Many of the older persons in_ this 
community who used to say “I don’t 
want to work anymore” have demon- 
strated that they were really trying to 
say “I don’t believe I can work any- 
more” or “No one wants me” or “There 
is nothing useful that I can do.” How- 
ever, our efforts have demonstrated that 
they can and will participate when the 
fear of failing or being rejected because 
of poor ability has been removed. 

It was apparent by their decision to 
come to this domiciliary establishment 
that they needed what this sheltered 
community setting had to offer. But the 
big question was—did the sheltered 
community need them? Most men find it 
discouraging not to be able to give of 
themselves. The careful gradation of 
adapted constructive work situations 
now available at this Center is enabling 
older and disabled veterans to give 
of themselves in a way that is beneficial 
to themselves and their community. 

Other basic principles have been ob- 
served which have made the constructive 
activity program practical and feasible 
for a predominantly older and disabled 
or infirm group. Because this is a shel- 
tered environment, the work day can be 
shortened to meet the needs of any in- 
dividual. Some men may work a full day 
and some a half day, still others only 
one hour or a portion of an hour. The 
pace of work can also be changed to 
meet the needs of the individual. This 
approach is derived from the practice in 
some industries in which men reaching 
retirement age are urged not to retire 
but to semi-retire—to shift gears down- 
ward to a shorter day and slower pace. 

Leisure-Time Activities 
Although much of the discussion has 
dealt with constructive assignment or 
work, it is not intended to create the im- 
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pression that this is the primary concern 
in programming for an older population, 
for recreation and leisure time activities 
are equally important. Our program is 
being planned to furnish more than en- 
tertainment; activities are being devel- 
oped which require active participation. 
It has been demonstrated that many 
adults and older people have never 
learned how to fill their leisure hours. 
One of the. most useful aspects of the 
program lies in helping older people dis- 
cover the art of using leisure time in a 
manner that is satisfying, interesting, 
and generally healthy. 

Assessment of the resident may point 
out the direction that leisure time plan- 
ning might take, and, as when consider- 
ing the constructive assignment, we find 
that some members need more help than 
others do. The Planned Activities Pro- 
gram follows the principle of giving the 
resident as much help and guidance as 
he needs but not less and not more. For 
what are the facts? Some members fill 
their leisure time in a socially acceptable 
manner and in a way that cannot be im- 
proved. Others follow practices obvious- 
ly detrimental, such as sitting endlessly 
in a bedside chair staring at the floor. 

The idea that games for older people 
should be restricted to such diversions 
as cards and checkers is being chal- 
lenged, and activities such as lawn bowl- 
ing, archery, dart baseball, shuffleboard, 
wheel chair bowling, swimming, organ- 
ized music jamborees, and discussion 
groups are being received enthusiastical- 
ly. It is becoming apparent that old and 
disabled persons want “activity” in their 
programs. To be sure, they want this 
activity geared to their own particular 
physical and mental machinery, but it 
would appear that the human machine 
takes longer to wear out than rust out. 


Discussion 


In the past three years, more than 2,000 
older persons have been involved in the 
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Planned Activities Program at this Cen- 
ter. Evidence, some objective and much 
subjective, as to the effectiveness of the 
program is accumulating and will be 
published in future reports. However, a 
major consideration is that more profes- 
sional interest is being focused on shel- 
tered community programs for older 
and chronically ill persons who stand, at 
present, somewhere between inability to 
function in the normal, outside commu- 
nity and occupancy of an expensive and 
needed hospital bed. 

In a sincere effort to aid people in 
need, societies for years have established 
various forms of institutions. Sometimes, 
the desire to provide security has be- 
come the ultimate goal, at the expense 
of deeper and more significant values. 

One kind of institution is the sheltered 
environment or congregate living situa- 
tion, and it would be foolish to say that 
such institutions should not provide, in- 
sofar as they are able, a measure of se- 
curity. This can be done in part by assur- 
ing shelter, food, medical care, and a 
variety of comforts, but it would be 
equally inappropriate to stop there. 
Such things may keep people alive, but 
not necessarily living. Accordingly, the 
Veterans Administration is studying a 
program which provides not only high 
standards in facilities and care for vet- 
erans in domiciliaries but which also is 
intended to “add meaning and direction 
to the members’ everyday living” in or- 
der that each individual might maintain 
respect of self, purpose of being, and 
personal dignity. 
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@ There is ample experimental evidence 
that cholesterol metabolism, via various 
enzyme systems, may be affected by 
every class of foodstuff, including fats, 
carbohydrates, or proteins, in the diet- 
ary. Indeed, any substance which in the 
body is convertible to acetic acid is a 
potential precursor of cholesterol.' Re- 
cently, numerous studies have demon- 
strated conclusively that ingested fats 
differ markedly in their effects on hu- 
man serum cholesterol levels.2 Thus, it 
is now known that animal fats may cause 
much higher blood cholesterol levels 
than do the unsaturated vegetable oils.*: 4 

It is noteworthy that fat formed from 
carbohydrates is low in polyunsaturated 
fatty acids and, as such, appears to im- 
pose a stress on the lipid transport mech- 
anism which may be reflected in elevated 
serum cholesterol levels.5 Albanese and 
associates observed that the elimination 
of total organic acids, a criterion which 
might be expected to measure the forma- 
tion of fatty acid end products from car- 
bohydrate metabolism, was smaller after 
the administration of fructose than with 
an equal amount of glucose.* From this 
fragmentary evidence, which should be 
corroborated by inore rigorous experi- 
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Blood cholesterol levels of aging hu- 
man adults are not necessarily in- 
fluenced by over- or undernutrition 
in terms of body weight. Increases in 
protein intake by supplementation 
with a milk protein concentrate were 
more frequently associated with an 
increase, rather than a decrease, in 
blood cholesterol levels. Limitations 
of the lipotropic action of a high pro- 
tein intake with diets containing 40 
to 50 per cent of the total calories as 
fat were demonstrated by some de- 
creases in the levels of subjects re- 
ceiving a supplement containing be- 
taine. 


ments, it appears that fructose is less 
lipogenic than glucose. 

These and other considerations sug- 
gest that one of the most promising and 
practical means for the long-term con- 
trol of serum cholesterol levels might 
be to reduce the proportionate amount 
of fats and carbohydrates in the diet by 
an increase of such important protein 
sources as lean meats, poultry, fish, and 
skim milk products. The effectiveness of 
proteins for this purpose, however, de- 
pends in a large measure on their amino 
acid contour. When ingested in large 
amounts, proteins, like carbohydrates, 
may be used for the synthesis of sat- 
urated fats. This effect, however, may be 
counterbalanced by certain amino acids, 
methionine and threonine in particular, 


Geriatrics, April 1959 237 








which are lipotropic agents and serve to 
equilibrate liver lipid levels.‘ Available 
experimental evidence shows that al- 
though additions of some dietary pro- 
teins, such as wheat gluten, increase se- 
rum cholesterol levels in animals,’ no 
effect on the serum cholesterol level of 
physically healthy adult males was de- 
tected when the daily protein intake was 
approximately doubled.® It is also well 
known that when rats are fed diets con- 
taining 18 to 20 per cent casein supple- 
mented with betaine, they can synthe- 
size sufficient choline to meet the re- 
quirements for adequate lipotropic ac- 
tivity.1° 

In this frame of reference, it seemed 
worthwhile to us to study the effects of 
dietary supplements of a milk protein 
and a methylating agent, betaine, on the 
blood cholesterol levels of aging adults. 


Methods and Procedures 
The subjects participating in this inves- 
tigation were, respectively, convalescent 
and rehabilitation patients of St. Luke's 
Convalescent Hospital and The Winifred 
Masterson Burke Relief Foundation. 
Three healthy male volunteers from the 
staff of the Miriam Osborn Memorial 
Home were also studied. The gross nu- 
tritional status of all subjects was esti- 
mated from the tables of the Metropoli- 
tan Life Insurance Company." Devia- 
tions of the observed weight from the 
desirable weight indicated by these ta- 
bles are reported here as per cent of 
standard weight (per cent S) in refer- 
ence to the age-height-weight parameter. 
Since these tables list no figures for sub- 
jects over the age of 60, we were com- 
pelled to assign the desirable height- 
weight figures for the 59-to-60-year age 
group to all ages above 60. 

Adults on regular diets at St. Luke’s 
Convalescent Hospital have been found 
from extensive and continuing dietary 
analyses to consume about 2,000 calo- 
ries, with 65 gm. of protein, per day 
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(table 1). Since the average admission 
weight of the patients studied ranges 
from 100 to 125 pounds, the daily diet 
affords 0.5 to 0.7 gm. of protein per 
pound of body weight. Measurements of 
the food intake of the patients of the 
Burke Foundation showed an average 
daily caloric intake of 1,850, with 75 
gm. of protein. 

Total plasma cholesterol was deter- 
mined by a modification of the method 
described by Zlatkis, Zak, and Boyle on 
blood specimens collected over lithium 
oxalate.!? Total plasma protein levels, 
albumin-globulin ratios, and plasma 
protein electrophoretic patterns were de- 
termined by technics previously de- 
scribed by some of us.1° These measure- 
ments were done weekly during the 
study. The pretest baseline was estab- 
lished by two such determinations. 


Results 


ST. LUKE’S CONVALESCENT HOSPITAL 
STUDIES 


In this institution we have employed fat- 
and carbohydrate-containing protein 
supplements, with some success, as a 
means for overcoming the nutritional 
deficiencies of patients convalescing from 
a variety of illnesses seen in an acute 
disease hospital.'* Although we have used 
variants of this therapeutic modality for 
some ten years, we have only recently 
become concerned with the possible el- 
fects of these mixtures on the blood cho- 
lesterol level. In the present series, in 
which we strove for an exceptionally 
high protein density, 45 gm. of Soma- 
gen* (180 calories) were suspended in 
500 cc. of water and given daily in 3 
portions between meals throughout the 
period of study. The supplement pro- 
vides 30 gm. of milk proteins. Its addi- 
tion to the normal average dietary of 


*Each 100 gm. of Somagen contains 70 gm. pro- 
teins, 22 gm. carbohydrate, 15 gm. yeast extract, 
and 2 gm. liver concentrate. 
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TABLE 1 


AVERAGE DAILY FOOD INTAKE OF SUBJECTS STUDIED 








St. Luke’s Burke Foundation 
Convalescent Rehabilitation 
Hospital Center 
Self- 
selection + 
Self- milk protein Self- 
Food intake selection supplement selection 





Total caloric intake 2,000-2,200 


Per cent distribution: 


Protein 13-15 
Carbohydrate 45-50 
Fat 30-40 


2,180-2,380 1,616-2,440 


17-19 13-18 
47-53 36-43 
28-38 39-51 





our subjects resulted in an increased in- 
take of protein calories from 14.0 + 
1.0 per cent to 18.0 + 1.0 per cent of 
the total average daily caloric intake. 
The National Research Council tables 
recommend a protein intake of 10 to 1] 
per cent of the total daily calories for 
healthy individuals in this age group.'® 
It is well recognized, however, that dur- 
ing and after periods of stress the pro- 
tein intake should be increased.16 

The pertinent data from this phase of 
the study are shown in table 2. It will 
be noted that, in most instances, admin- 
istration of the supplement was associ- 
ated with possibly significant small to 
marked increases in blood cholesterol 
levels. In some subjects, a maximum rise 
occurred in two weeks; in others, in 
three or four weeks. During these tests, 
several subjects showed a slight fall in 
blood cholesterol levels after the initial 
rise. Only three of the subjects showed 
small decreases in blood cholesterol lev- 
els with the protein supplement. On the 
whole, it is clear from the results that 
the various constituents of the supple- 
ment are not only lacking in lipotropic 
activity but also exert a mild lipidogenic 
effect. Since milk proteins constitute the 
major component of the supplement, it 


is only natural to associate the findings 
to their presence. The existence of a rel- 
ative deficiency of methionine and cys- 
tine in skim milk protein products has 
long been recognized.'* Needless to say, 
however, any ingredient of the supple- 
ment, be it present in small or large 
amounts, remains suspect of possible hy- 
percholesterolemic activity. To clarify 
this point, similar studies with isolated 
milk and vegetable protein fractions 
have been initiated in this laboratory. 

The failure to find that milk protein 
supplements might serve as useful lipo- 
tropic agents turned our attention to the 
use of methylating agents. Because of 
prior favorable reports and good patient 
acceptance, a betaine-containing experi- 
mental product (X77J) * was considered 
worth testing.'§ A first trial with a male 
patient, C. L. (47 years, 60.9 kg., 94 per 
cent S), at St. Luke’s Convalescent Hos- 
pital recovering from a myocardial in- 
farction showed that oral administration 
of 5 cc. of the product three times daily 
with meals for four weeks was associ- 


*Each 5 cc. (teaspoonful) contains 700 mg. be- 
taine, 2.0 mg. pyridoxine, 7.0 mg. nicotinamide, 
and 8.3 mg. vitamin B,. This product is a modi- 
fication of the Lipitril employed by Blumberg 
and associates". 
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TABLE 2 


EFFECT OF MILK PROTEIN SUPPLEMENT ON BLOOD CHOLESTEROL LEVELS 





Subject 1ge Sex Diagnosis 


ee a 73 M RHD 

W. E. 75 M HCVD, ASHD 

S. A. 56 M Post myocard. infarct. 

M. W. 60 M ASHD 

D. M. 57 F Bronchopneumonia 
Puberculosis 

E. K. 3 M of wrist 

G5. 73 M ASHD 
ASHD, carcinoma 

H. M. 74 M of bladder 
Carcinoma of 

Ss. D. 13 I ovaries 

K. L. 59 M Psychoneurosis 
Laennec’s 

M. H. 60 I cirrhosis 
ASHD with 

D. 1 83 I myocard. infarct. 

PI 51 I Pneumonectomy 
Glioblastoma 

].G 29 I multiforme 

F. M. 56 KF Bronchopneumonia 

P. 4; 57 M sFracture left leg 





Body weight period ment 


os 


Milk 
protein 
Test supple- Plasma 
cholesterol—mg.% 





AAver- 
%S wks. gm./kg. Initial AMax. age 





59.0 81 2 0.51 203 —2§ —23 


5.4 80 3 0.54 259 —15 —I15 
3 113 3 0.37 203 —6 —6 
57.2 90 l 0.58 189 +2 0 
13.8 66 3 069° My2> =e 2 
64.5 88 1 0.47 190 +14 42 
70.0 96 2 0.43 270 4110 +10 
69.0 115 2 0.44 299 418  =~18 
13.0 68 2 (0.70 230 +22 +22 
68.6 101 2 0.57 320 +35 +24 
54.0 85 2 0.55 280 +34 +34 
19.8 83 3 0.60 248 +43 +430 
61.2 98 8 0.49 184 +438 +24 
15.0 77 2 0.67 142 +64 464 
10.0 66 5 0.75 180 +85 +57 
1 -- 169 489 467 





Symbols: RHD—rheumatic heart disease 
HCVD—hypertensive cardiovascular disease 


ASHD-—arteriosclerotic heart disease 


ated with a fall in blood cholesterol 
from a pretest level of 289 mg. per cent 
to 257 mg. per cent. His average fat in- 
take was 46 gm. per day. This single ob- 
servation encouraged us to undertake 
additional studies with the preparation. 
OSBORN HOME STUDIES 

The experimental preparation, X77], 
was subsequently tested in 3 normal and 


healthy male staff members of the 
Home, who were given 5 cc. three times 
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daily. Their protein intake averaged ap- 
proximately 1.0 gm. per kilogram per 
day. It is at once apparent from the data, 
as seen in table 3, that the agent is effec- 
tive and that our findings in this short 
series are in good accord with the more 
extensive studies of Blumberg and as- 
sociates. 18 


BURKE FOUNDATION STUDIES 


A second attempt to clarify the fore- 
going observations led us to study (1) 

















TA 


EFFECT OF BETAINE PREPARATION (X77J) ON 


BLE 3 


CHOLESTEROL LEVELS OF HEALTHY MALE ADULTS 





Average 


Cholesterol 


Initial 2 wks. post- 











Subject Age __ Body weight fat intake cholesterol Supplement ACholesterol treatment 
Kg. %S gm./day mg. % wks. mg. % mg. % 
Roki, 53 79.5 98 64 190 10 +$1 205 
JE. 32 129.0 156 146 188 3 —20 ~ 
A.M 53. 83.6 114 55 243 3 —55 222 





the blood cholesterol levels of subjects 
consuming relatively high protein diets 
on a self-selection basis and (2) the ef- 
fect of betaine administration on the 
cholesterol levels of such individuals. A 
preliminary dietary survey showed that 
the protein intake of some of the pa- 
tients at the Burke Foundation ap- 
proached the levels attained by supple- 
mentation in the St. Luke’s Convalescent 
Hospital study (table 1). The menus at 
the Burke Foundation provided a com- 
plete assortment of breakfast foods, in- 
cluding eggs and cereals. Lunch and 
dinner were both 4-course meals, with 
generous servings of meat. 

As before, one teaspoonful (5 cc.) of 
the preparation containing betaine was 
given three times daily with meals. Of 
the 14 patients started on this diet, 3 
were discontinued because of erratic 
food intake or other causes. The data on 
the remaining 11 subjects are assem- 
bled in table 4. It is clear from the pre- 
test measurements that neither the rela- 
tively high protein nor fat intake of 
these subjects was associated with ab- 
normal blood cholesterol levels. The 
fact that a milk protein supplement (So- 
magen) caused some increases in blood 
cholesterol levels of the St. Luke’s pa- 
tients, whose self-selected and supple- 
mented intake of protein calories ap- 
proximated that self-selected by the 
Burke Foundation subjects, suggests that 
the supplement tested in the former 


group of subjects was lacking in lipo- 
tropic activity. Since the administration 
of the lipotropic agent X77] was found 
effective in significantly reducing cho- 
lesterol levels in about half of the Burke 
Foundation subjects, it would also ap- 
pear that the over-all lipotropic activity 
of their dietary was susceptible to some 
improvement, despite its high protein 
content (table 4). 

Determination of the plasma alpha- 
beta lipoprotein ratios of this group by 
paper electrophoresis!* showed them ini- 
tially to fall in the range of presumably 
healthy adult normals.!® Some of the de- 
creases in blood cholesterol levels which 
occurred during the test period were as- 
sociated with the expected increases in 
the alpha-beta lipoprotein ratios. In gen- 
eral, however, this measurement proved 
of no greater value in the interpretation 
of the results than did the determination 
of total plasma cholesterol. 


Interpretation of Results 


Most of the studies of the effect of diet- 
ary proteins on body lipids have been 
done on experimental animals. Some dis- 
crepancies in the findings, especially in 
the cholesterol data, can be attributed to 
species or age differences of the test ani- 
mals.2° The effect of dietary protein on 
the lipids is usually ascribed largely to 
the labile methyl group furnished by its 
methionine content. Choline and betaine 
have been shown by other investigations 
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TABLE 4 


EFFECT OF BETAINE PREPARATION (X77J) ON BLOOD CHOLESTEROL LEVELS, 
OF ADULT CONVALESCENT AND REHABILITATION PATIENTS 











Total Fat Protein 
: Test caloric calo- calo- Plasma 
Subject Age Sex Diagnosis Body weight period intake ries ries cholesterol_-mg.% 
A 
Aver- 
Kg. %S wks. Av/day % % Initial AMax. age 
R.S. 70 M  Quadriplegia 80.5 120 7 1574 43 17.4 168 —56 —I18 
on emma £4 M ASHD 575 90 6 2160 49 174 210 —54 —30 
Bd. Tf) M Diabetes, ASHD 71.8 100 3 2163 = 41 18.3 186 —42 —16 
Traumatic 
Si... «47 M paraplegia 46.0 66 6 2028 39 14.4 190 —37 —10 
ii. 63 F ASHD, pneumonia 45.0 66 5 2150 46 i722 229 —35 —l4 
Cereb. thrombosis, 
K.C. 76 F left hemiplegia 60.7 92 3 1677. 42 16.3 228 —16 +19 
K. J. 70 M RAK amputation, 52.5 80 5 1965 42 17.2 230 —15 +6 
ASHD 
S.A. 60 M CVA 59.8 108 5 1616 51 165 177 —l4 45 
ASHD, conges- 
kaa. 59 M tive failure 90.0 120 6 2440 47 13.6 215 —12 +10 
ASHD, conges 
G.C. 63  F tive failure 625 104 6 1842 39 140 242 419 48 
M.L. 81 F Fracture 13.2 69 6 1970 = 39 16.8 180 +50 +33 
left hip 





Symbols: ASHD—arteriosclerotic heart disease 
RAK-—right above knec 


to be equally good sources of the methyl 
radical and therefore equally effective 
as lipotropic agents.*! 

Lucas and Ridout have pointed out, 
however, that protein not only may fur- 
nish lipotropic substances other than 
methionine but that the tissue building 
function of protein may also be impor- 
tant in relation to its lipotropic activ- 
ity.2* The use of protein for tissue build- 
ing will vary with age, rate of growth, 
and protein quality. Okey and Lyman 
have further shown that, in rats, protein 
is most actively lipotropic toward cho- 
lesterol when an animal is growing rap- 
idly.* In growing chicks on a low pro- 
tein diet, a marked hypercholesterole- 
mia was observed by Leveille and Fisher, 
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which was not affected by type of fat or 
level of fat supplementation.?? On a 
high protein diet, however, plasma cho- 
lesterol levels were essentially normal 
regardless of source and level of dietary 
fat. 

From these findings in experimental 
animals, it seems reasonable to conclude 
that the lipotropic activity of proteins 
provides an effective means of control- 
ling lipid turnover during the growth 
period, This efficacy is apparently re- 
duced in mature animals. These observa- 
tions, with all reservations implied by 
species differences, permit the inference 
that the use of high protein diets for the 
control of cholesterol levels in the adult 
or aging human beings may not prove 
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effective. Support for this possibility is 
provided by the observations of Keys and 
Anderson, who found no decrease in the 
serum cholesterol of males (32 to 54 
years) whose intake of protein was dou- 
bled by skim milk additions.® The weight 
of the evidence is enhanced when it is 
noted that the subjects of the afore- 
mentioned study were physically healthy 
and their fat intake was but 20 per cent 
of their total caloric intake. In compari- 
son, our subjects were recovering from 
a period of stress, their average age was 
greater, and their average fat intake was 
higher. Under these contrasting and ad- 
verse metabolic circumstances, it is not 
surprising to find that a protein supple- 
ment might not only prove inadequate 
as a lipotropic agent, but that it might 
also induce some lipidogenic effects. 
From the Nutritional Research Laboratory, St. 
Luke’s Convalescent Hospital, Greenwich, Con- 
necticut; the Miriam Osborn Memorial Home, 
Rye, New York; and the Winifred Masterson 
Burke Relief Foundation, White Plains, New 
York. 
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Absorption of vitamin B,, in the aged 


STANLEY A. TAUBER, M.D., BACON F. CHOW, Ph.D., 
and ROBERT S. GOODHART, M.D. 


PHILADELPHIA 


@ An attempt was made to evaluate the 
absorption of vitamin By,s, given in vari- 
ous physical dosage forms and with and 
without inclusion of intrinsic factor, by 
individuals ranging in age from 63 to 97 
years. Serum levels of vitamin By. were 
periodically determined as an indirect 
measure of vitamin B,. absorption. It is 
recognized that varying amounts of the 
vitamin may be absorbed without any 
alteration in the serum level of vitamin 
By», particularly in depleted subjects. 
On the other hand, a definite elevation 
in the blood level of vitamin By,» follow- 
ing the administration of the vitamin is 
a reliable, positive indicator of absorp- 
tion. 

This paper presents two studies with 
similar plans, but conducted six months 
apart. Study 1 compares blood levels 
following the oral administration of a 
solution of vitamin B,,; a solution of 
vitamin By». plus a suspension of intrin- 
sic factor, added to the By,» solution at 
the time of administration; and a soft 
gelatin capsule containing both vitamin 
B,. and the same intrinsic factor. Study 
2 compares blood levels following the 
oral administration of a compressed un- 
coated tablet of vitamin B,s; a solution 
of vitamin B,y plus a suspension of a 


STANLEY A. TAUBER /s associate in research at the 
Home for Jewish Aged and assistant in medicine 
at the Albert Einstein Medical Center, Phila 
del phia. BACON F. CHOW is an associate professor 
in the School of Hygiene and Public Health of 
Johns Hopkins University, Baltimore. ROBERT Ss. 
GOODHART is scientific director of the National 
Vitamin Foundation, New York City. 
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A group of aged patients was given 
vitamin B,, orally in various physical 
forms in combination with a number 
of different preparations of intrinsic 
factor. It was observed that some of 
these latter preparations appeared to 
enhance the absorption of vitamin 
B,,, while others failed to do so and 
appeared to interfere with its ab- 
sorption. 


different intrinsic factor; and a com- 
pressed, uncoated tablet containing both 
vitamin B,. and still another intrinsic 
factor. 


Procedure 


The subjects for these studies were a 
group of 60 healthy individuals, consist- 
ing of 22 men and 38 women, ranging in 
age from 63 to 97 years. All were resi- 
dents of an institution for the aged and 
were partaking of essentially the same 
diet. They were divided into 6 groups of 
10 subjects each. Each of the 6 groups 
was randomized within the limits of the 
size of the sample used and equated for 
age. These patients were chosen because 
they were among the more cooperative 
residents of the Home and, for the most 
part, could be relied upon to take the 
offered medications regularly and_re- 
frain from taking any other medications 
on their own initiative without first con- 
sulting the attending physicians. On 
physical examination, they were all 
found to be healthy individuals within 
the limits of their age, with no debilitat- 
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Vitamin B,, Serum Levels of Old People 





Periodic serum assay (uug. per cc.) 





Group Control 2-month 5-month 614-month 
Study 1 

am ee 335.7 +26.9 274.2+16.7 123.1+15.6 396.8+ 28.9 

2. (10) 362.2+25.4 330.1+27.3 285.2+20.2 242.6+31.4 

3 (9) 329.3+37.8 301.4+47.7 354.2+41.2 380.2+89.8 
Study 2 

an ah 129.7 +63.3 594 +74.2 519 +59.8 1442 +54.9 

an rp 386.7 +42.3 592.8+96 4177 +69.5 584.7 +59.6 

6. ( 9) 156.4+74.1 683.6+33.2 553.6+76.6 294.3+36.6 





ing chronic disease or obvious defects of 
ingestion or digestion. 

All subjects were ambulatory and ate 
in the communal dining room. The 
treatment period for all groups was six 
months. During each six-month study 
period, 4 blood samples were taken for 
vitamin B,, serum assay. The medica- 
tions were given each morning after 
breakfast by the same nurse, and daily 
records were kept on the medication giv- 
en. Patients who dropped out of the 
study because of illness, death, or re- 
fusal to take medications were not in- 
cluded in the evaluation of the results. 

In Study 1, Group 1 received 10 yg. 
of vitamin By. in aqueous solution, 
using the crystalline vitamin. Group 2 
received the same dose of a solution of 
vitamin By, daily, in which was sus- 
pended 1 unit of intrinsic factor (lot 
1*). Group 3 received the same dose of 
vitamin By plus an equal amount of 
the same intrinsic factor together in a 
soft gelatin capsule. 

In Study 2, Group 4 received 10 yg. 
of crystalline vitamin By. incorporated 
in a compressed, uncoated tablet. Group 
5 received 10 yg. of vitamin By» in solu- 
tion plus I unit of intrinsic factor (lot 
2*) in suspension added at the time of 
administration. Group 6 received 10 pg. 
of vitamin By» plus one unit of intrinsic 


factor (lot 3*) combined in a com- 
pressed, uncoated tablet. 


Results 


The results of both studies are shown in 
the table. The numbers in the parenthe- 
ses represent the number of subjects 
who completed the tests. ‘The table in- 
dicates that the average initial blood 
level of vitamin By. was approximately 
350 ppg. per cubic centimeter in the sub- 
jects in Study 1 and 420 pug. per cubic 
centimeter in the subjects in Study 2. 
However, the average initial levels of 
the groups within each study were com- 
parable. 


sTuDY | 
It would appear from the figures in the 


table that, when 10 yg. of vitamin B,. 
was given daily in solution to the sub- 


*Intrinsic factors used in these studies were as 
follows: 


Lot J. An equal mixture of materials supplied 
by Abbott Laboratories, North Chicago, and 
Lederle Laboratories, Pearl River, New York, 
and restandardized with vitamin By. 
1 U.S.P. unit per dose. 


to equal 


Lot 2. Supplied by Lederle Laboratories as a 
noninhibitory intrinsic factor. 
Lot 3. Supplied by Abbott Laboratories and, to 


our knowledge, the same factor used in lot 1. 
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jects in Group 1, there was a definite in- 
crease in the average serum level after 
the fifth and sixth months. 

In Group 2, there was a continuous 
decrease in the average serum level of 
vitamin B,, during the entire six months. 
This decrease is statistically significant 
when analyzed either by applying the 
t-test (P<0.05) or the method of co- 
variance (P<0.05). This probably rep- 
resents an effect of the particular intrin- 
sic factor used, which may be due either 
to an inhibition of the absorption of vi- 
tamin B,. or to increased retention of 
the vitamin by the liver or, possibly, to 
both. 

in Group 3, it appears that, after six 
months, the blood level approximated 
that of Group 1. It may be that adminis- 
tration by gelatin capsule slows the rate 
of absorption, thus permitting a more 
complete tissue uptake of the vitamin, so 
that the reflection of increased absorp- 
tion in the blood appears gradually. 
sTUDY 2 
In Group 4, there appeared to be an in- 
crease in blood level at the end of two 
months, but, by six months, there was 
essentially no change in the level of vi- 
tamin By. This may represent an effect 
of the homeostatic mechanisms. 

Group 5, which received the non- 
inhibitory intrinsic factor, showed a sta- 
tistically significant rise (P<0.05) in 
the average vitamin B,, serum level at 
the end of the six-month period. Ob- 
viously, this preparation of intrinsic fac- 
tor did not exhibit an inhibitory effect 


on the absorption of vitamin By,» as de- 
termined by the serum level. We hasten 
to point out, however, that this conclu- 
sion is based upon only one point in the 
curve. 

After an initial rise in serum vitamin 
B,» levels, Group 6 showed a statistical- 
ly significant decrease (P<0.05) in the 
serum level after the six-month period 
of feeding. 

Conclusion 
It appears from these studies that some 
intrinsic factor preparations, when ad- 
ministered over a period of time, result 
in a decreased serum level of vitamin 
B,.—presumably decreased absorption 
—whereas other intrinsic factor prepa- 
rations do not have this characteristic. 
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RADICAL CHANGES have been made in thromboembolism surgery in the 
past few years, modifying firmly established principles regarding the 
age of the patient and the location and duration of the occlusion. A 
more aggressive attitude has been made possible by such factors as the 
very serviceable retrograde flush technic in patients with patent distal 
vessels, administration of heparin to all patients except those in whom 
the aorta is opened, and combined intimectomy and embolectomy. 


dD. P. BOYD: Changing concepts of thrombo-embolism surgery. Lahey Clin. Bull. 11: 


9-11, 1958. 
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Extension service in a home for the aged 


ABRAHAM KOSTICK, M.S.W., and 
THEODORE ROSEN, M.S.W. 


TROY, NEW YORK 


# Until quite recently, provision of cus- 
todial care in an institution was regarded 
as the principal service required by the 
community for its elderly members. It is 
now evident, however, that the changing 
needs of the aged call for a wide variety 
of community-rooted and community- 
focused facilities as well as a profession- 
al staff to help them to use these serv- 
ices constructively.!? 

The patterns and objectives of such 
services reflect a deeper understanding 
of what it means when the older person 
is separated from home, family, and 
community; a broader knowledge of the 
behavioral and adaptive mechanisms of 
aging persons; and the development of 
professional skilis required in helping 
old people to cope with their problems. 

With few exceptions, this trend in 
planning has not spread beyond the 
large metropolitan centers. In the coun- 
try and small town, an older person 
must rely chiefly on the aid and impro- 
vised resources of family, friends, and 
neighbors. However, increasing numbers 
of old people have reached the stage 
where their needs cannot be met in this 
manner. Many small communities have 
begun to recognize this problem and ac- 
knowledge that they have a responsibil- 
ity to share resources and_ professional 
services with their aged citizens. 

ABRAHAM KOSTICK is executive director of the 
Capitol District and Daughters of Sarah Jewish 
Home for the Aged, Inc., Troy, New York. 
THEODORE ROSEN, formerly supervisor of social 
services at the Home, is now executive director 
of the Hebrew Home for the Aged, San Diego. 


The needs of many older people can 
be met effectively through an exten- 
sion service which is provided by a 
home for the aged and which involves 
institutional care during the day and 
boarding home facilities at night. 
Communities should make every ef- 
fort to establish local noninstitution- 
al facilities for the older person who 
does not need total institutional pro- 
tection. 


Home and Community Relationships 
One approach in meeting this problem 
has been the development of homes for 
the aged which are supported by several 
constituent communities. As a_ facility 
providing protective care, specialized 
programs, and professional services, the 
home has become an important resource 
for aged people living in affiliated areas. 

One thing that must always be con- 
sidered in the establishment of a region- 
al home for the aged is the distance 
from the communities it serves. How- 
ever, spatial separation should not in- 
hibit its development and in fact de- 
mands all the more that the home and 
the afhliated areas of the region develop 
a consistent, close, and interdependent 
working relationship. 

In planning together, they must be 
guided by the principle that it is the 
changing needs of elderly people which 
should determine the nature of services. 
It should be accepted as a basic premise 
that, wherever possible, the aged person 
is best served in his own community. He 
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will more readily accept and participate 
in a plan within his own neighborhood, 
where he has personal, familial, and 
community roots. The older person’s 
fear of change must always be taken into 
account, and it must be remembered that 
he is faced with a major dilemma when 
the services he needs are not available 
in his own community. He must decide 
whether he should cut his ties with his 
community and risk the social surgery 
of placement in a home for the aged so 
that he may obtain these services; in- 
variably he needs professional guidance 
from the home to help him evaluate his 
needs and desires. 


Development of an Extension Service 


Our experience with the extension serv- 
ice program at the Capitol District and 
Daughters of Sarah Jewish Home for the 
Aged in ‘Troy illustrates how older peo- 
ple who do not need complete institu- 
tional supervision can benefit from this 
type of program. The Home serves and 
is supported by a number of small towns 
and cities, most of which are within a 
two-hour drive to Troy. These communi- 
ties do not have well-organized agencies 
to meet the needs of the aged. 

\s is the case with many homes for 
the aged, there is a growing list of ap- 
plicants seeking admission, most of 
whom are unable to live alone or with 
their family. In evaluating the appli- 
cants, we have found that the care and 
services they required could often have 
been provided by the local community. 
Therefore, we have tried to stimulate 
communities to marshal existing services 
and set up such facilities as a small 
group residence, day care center, foster 
boarding home, and homemaker service 
for those older persons who do not need 
the total protection and specialized serv- 
ices of the Home. In order to reduce the 
waiting list and to demonstrate that 
there are people in a small community 
who are willing to board older people 
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in their homes, the Home instituted an 
extension service in 1955 which has been 
gradually expanded and presently serves 
12 of the 84 persons under the care of 
the Home. 

To determine whether he should be 
allocated to the ambulatory wing, infir- 
mary wing, or extension service, the 
prospective resident is examined by the 
attending physician and, when indicated, 
by other medical consultants and is seen 
by the supervisors of the various depart- 
ments. An evaluation of his functional 
capacities is made by the attending phy- 
sician, supervisors, and the executive di- 
rector, and on that basis he is assigned 
to that section which would be most suit- 
able for him when he becomes a resident. 

Flexibility of Services 
The extension service residents have the 
same status, rights, privileges, and re- 
sponsibilities and enjoy the same serv- 
ices as the other residents, the only dif- 
ference being that the extension resi- 
dents sleep in private boarding homes 
in the nearby community. ‘The Home 
pays the boarding home family a set fee 
to provide a private room, breakfast, 
and other meals when the old person 
chooses to remain in the boarding home 
for the day. While the boarding home 
family assumes responsibility for the ex- 
tension resident when he is at the board- 
ing home, the Home assumes over-all re- 
sponsibility. For example, if an exten- 
sion resident should become ill while in 
the boarding home, the Home will, if 
necessary, transfer him to the infirmary 
wing or send him to a hospital where he 
remains until he is well enough to re- 
turn to the boarding home. 

The extension residents are brought 
to the Home every morning at 9:30 by 
station wagon and are taken back to 
their boarding homes every evening 
about 6:00. However, this is a flexible 
arrangement. For example, an extension 
resident may choose to remain in his 
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boarding home for the day or he may 
request to be picked up later in the day 
after he has shopped in town. In addi- 
tion, he may stay at the Home later than 
6:00 P. M. on those occasions when 
there is an evening program. 

The extension resident does not have 
priority for admission to a room in the 
Home unless a situation develops where 
decremental changes in his medical con- 
dition and functional abilities preclude 
his remaining in the boarding home. He 
is then admitted directly to the Home. 
It is interesting to note that one of the 
residents of the Home elected to move 
from the ambulatory wing to an exten- 
sion service boarding home because of 
her desire for greater mobility, inde- 
pendence, and privacy, and an oppor- 
tunity for a relationship to a family. 
There is a free flow among the exten- 
sion, ambulatory, and infirmary sec- 
tions, depending on the needs of any one 
resident at any one time. 

Supervisory Services 
The social worker at the Home is respon- 
sible for finding the boarding home, 
which he supervises with the coopera- 
tion and assistance of the nursing super- 
visor and the dietician-household super- 
visor. He visits the boarding home on a 
regular basis and, if there is an adjust- 
ment problem, he and the owner talk 
over various ways of dealing with it. 

The dietician-household supervisor 
dliscusses with the owner the planning of 
proper meals. The nursing supervisor 
visits the extension resident if he be- 
comes ill, and, if necessary, the attend- 
ing physician is also called directly to 
the boarding home. In some cases the 
extension resident may have to be taken 
to the infirmary wing of the Home or to 
a hospital in the community. The nurs- 
ing supervisor also visits the boarding 
home to clarify any medical situation 
requiring particular attention. 

The owner participates in the exten- 


sion program as a quasi-staff member 
and, in that role, makes an important 
contribution to the total service rendered 
by the Home to the extension resident. 


Adjustment to the Boarding Home 
The question might be raised as to 
whether the boarding home is able to 
absorb and serve those residents with 
special problems, such as the person with 
mild schizophrenia, the two with a his- 
tory of clinical depression who at one 
time required hospitalization, the 85- 
year-old blind woman who has difficulty 
communicating because she is partly 
deaf and can only speak in German, and 
others who have a limited capacity for 
establishing successful relationships. Our 
experience has shown that the ego func- 
tions of the extension residents are not 
so noticeably impaired that they cannot 
adjust to the boarding home arrange- 
ment. Moreover, they do not live in the 
boarding home on a_twenty-four-hour 
day basis. Provision for their care is 
divided so that they are actively engaged 
in two different, yet interrelated, envi- 
ronments. This is illustrated by the fol- 
lowing case histories. 


Case 1. Mrs. A., a 68-year-old widow, ap- 
plied for admission to the Home shortly 
after her husband died. Despite many years 
of conflict with her husband, his death had 
an overwhelming and disorganizing effect 
on her. She became anxious and depressed 
and showed increasing preoccupation with 
her diabetic condition and other bodily ail- 
ments. 

Mrs. A. readily accepted an_ available 
opening in the extension service so that she 
could be under the Home’s protection as 
soon as possible. After several months of 
living in a boarding home, her anxiety di- 
minished, although her doubts about her 
adequacy and worth continued. She often 
stated that she was “nothing but a nervous 
old lady.” 

The staff felt that Mrs. A. was capable of 
overcoming her concept of herself as an 
emotional cripple. With the cooperation and 
help of the boarding home owner, the social 
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worker asked Mrs. A. if she would assume 
a few minor household responsibilities in 
the boarding home. At first she was hesitant, 
but after a short time she announced with 
pride that she was now preparing her own 
breakfast and had helped the owner stretch 
and hang curtains for the kitchen and living 
room. Doing these things had made her feel 
more like ‘a real person.’ 


Case 2. Miss B., age 62, who was referred 
by a psychiatric clinic in her local commu- 
nity, was depressed and emotionally dis- 
abled and could no longer function in the 
community. She was acquainted with the 
services of the Home and eagerly sought its 
care and protection. Two years ago she was 
admitied to the extension service and made 
a good initial adjustment but had a setback 
six months after admission. 

The beginning steps taken by Miss B. in 
overcoming this setback are described in the 
following excerpt from the social worker's 
record: 

“T visited Miss B. at the R. boarding 
home. She told me she had been feeling 
tired and blue the past few days and today 
was worse than ever. She was afraid that 
she was slipping. Lately she feels she is on 
a merry-go-round. She explained that each 
morning when she arrives at the Home she 
finds herself constantly on the go—attend- 
ing adult education classes, activities, help- 
ing other residents, and so forth. She can’t 
seem to say ‘no’ to anything or anybody. 
For instance, recently at a Resident Council 
meeting, her name had been suggested as 
editor of a proposed resident newsletter. 
She impulsively accepted the assignment but 
then began to worry that it would be too 
much for her to handle. 

“T told Miss B. that I could see that her 
self-propelled drive to be constantly active 
was enervating her. This drive seemed to 
stem from an intense desire to prove to 
herself and to others that she was a worthy 
person ... Perhaps part of the problem was 
caused by her tendency to compare herself 
with others. Had she ever considered her 
present self to the Miss B. who entered the 
Home a half a year ago? She said she never 
thought of it that way. There was no ques- 
tion in her mind that she is a much hap- 
pier and better functioning person than she 
was six months ago. 
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“Miss B. liked the idea of self-measure- 
ment. It set her to thinking that she should 
reduce her pace of activities at the Home 
and change her daily routines. Instead of 
coming to the Home seven days a week, she 
thought she might begin staying at her 
boarding home one day a week. In doing 
for others at the Home, there were many 
things, such as washing, ironing, and shop- 
ping, which she had neglected to do for 
herself. She went on to tell me what a won- 
derful family the Rs were and how she en- 
joyed the company of ‘our Jerry,’ their two- 
year-old son. 

“IT encouraged Miss B. to move ahead in 
the direction she had now set for herself. It 
was agreed that we would be meeting regu- 
larly to examine how her change of pace 
and routines were working out and how it 
was affecting her general well-being.” 

In the one-and-a-half years since then, 
Miss B. has been able to make continued 
progress, and it is hoped that she can re- 
habilitate herself to the point where she 
will be able to return to live and work in 
her own community. 


Case 3. Mr. C., age 87, is the lone survivor 
of a family which was killed by the Nazis 
in 1940. He lived quite contentedly with a 
couple in a small Hudson Valley commu- 
nity until a year before when these close 
friends became ill and could no longer care 
for him. He could find no other family or 
agency to provide him with the care he 
needed, and applied for residency in the 
Home. He expressed his misgivings about 
going to live in the institutional setting, but 
guessed he would have to resign himself to 
it. He evinced great interest in the living 
arrangement offered through the extension 
program, but still felt “it would not be as 
nice as before.” 

The social worker recognized with Mr. C. 
his upset feelings about movement and 
change and acknowledged that things would 
not be the same for him as before. At the 
same time, Mr. C.’s attention was drawn to 
the compensatory satisfactions he might be 
able to derive from his new experience as 
an extension resident. 

Mr. C. has made an excellent adjustment 
as an extension resident since his admission 
ten months ago. To a large degree, this has 
been due to his positive self-concept, capac- 
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ity for genuine object-relations, and keen 
sense of humor. Other factors have also 
played a significant part in his progressive 
adjustment. He says that, from the first day, 
Mr. and Mrs. S. have made him feel like a 
part of their family rather than “just a 
boarder who rents a room.” He participates 
in social get-togethers at their home and 
attends community functions with them. 
When he has been unable to attend reli- 
gious services at the Home, he has received 
a warm welcome from the members of the 
local congregation, which has further en- 
hanced his sense of belonging. 

Conclusions 
Living in a boarding home gives the ex- 
tension resident more opportunity for 
direct contact with the community than 
if he were living entirely in the Home. 
He is able to enjoy some of the advan- 
tages of family life and to engage in 
household activities. 

The fact that the extension residents 
regard the Home as their “home base” 
and source of security has enabled them 
to make a good initial adjustment in 
their boarding homes and to take on 
varying degrees of responsibility there. 
They have felt rewarded by their achieve- 
ments, and the dignity of being once 
more at least partially productive and 
useful has brought about increased self- 
esteem, reduced anxiety, and a_ better 
outlook on life. 

On the basis of our experience with 
this program, we feel convinced that 


there are substantial numbers of aged 
persons whose needs can be met much 
more effectively through this two-fold 
service of institutional care and board- 
ing home facility th.n through total res- 
idency in the i.ome itself.* 

‘The extension service has been able to 
absorb a number of people on the wait- 
ing list without increasing capital invest- 
ment. Although it is a flexible program 
which can be expanded or contracted 
with little difficulty, because of the lim- 
itation of dining room space, emergency 
bed space, and other physical facilities, 
a point may be reached beyond which 
it cannot be expanded unless capital in- 
vestiment is increased. 

One of the most important achieve- 
ments of this project is that it has served 
to demonstrate that elderly persons with 
problems in contemporary living are by 
no means an undifferentiated mass to be 
cared for in institutions regardless of 
their individual needs. This has influ- 
enced a number of communities to give 
serious thought to establishing local 
noninstitutional facilities for those of 
their elderly citizens who require and 
desire such forms of service. 
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SCLERODERMA occasionally involves the kidneys, and damage may be 
shown very early by reduced renal plasma flow. Interlobular arteries 
undergo proximal mucoid proliferation and distal fibrinoid necrosis. 
However, glomerular function is maintained for a time by compensa- 
tory spasm of efferent vessels, so that common tests such as urinary 
analysis are negative. Although only 2 of 25 patients had normal 
clearance of PAH (para-aminohippuric acid), the glomerular filtration 
rate measured by endogenous creatinine clearance was normal in 23 
patients and only moderately decreased in 2. 


L. URAI, Z. NAGY, G. SZINAY, and W. WILTNER: Renal function in scleroderma. Brit. 


M. J. No. 5107: 1264-1266, 1958. 
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Prolonged course of untreated 


gastric neoplasm 


Report of a case in a 70-year-old man 
P 


CHESTER SOLEZ, M.D. 


BATH, NEW YORK 


@ When an asymptomatic gastric neo- 
plasm is found in an old person, the at- 
tending physician should ask himself the 
following questions before insisting on 
major surgery: 

@ Is the neoplasm malignant? 

@ If it is carcinomatous by micro- 
scopic criteria, what are the chances that 
it will be clinically malignant in the life- 
time of the patient and cause his death? 

© If it is not malignant, what are the 
chances that it will eventually become 
so and kill the patient? 

@ What are the chances that surgical 
operation will cause death or serious 
complication? 

@ What are the chances that the oper- 
ation will lead to a five-year survival if 
cancer is present? 

@ What are the chances of five-year 
survival without therapy if cancer is 
presenty 

In some instances, these questions 
cannot be answered accurately or dog- 
matically. An attempt can be made to 
approximate the probabilities from sta- 
tistical studies and from experience. Un- 
fortunately, different statistical studies 
give widely divergent percentage prob- 
abilities in answer to some of these ques- 
tions. For instance, in answer to the first 


CHESTER SOLEZ is an internist on the staff of Vet- 
erans Administration Hospital, Bath, New York. 
From the Veterans Administration Hospital, Bath, 
New York. 
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A 70-year-old man refused operation 
for a neoplasm of the stomach, lived 
for seven years and seven months 
without abdominal symptoms, and 
died from cerebral hemorrhage at the 
age of 77. Postmortem examination 
revealed a carcinoma involving 7 cm. 
of the stomach and extending into 
the duodenum, but with no evidence 
of metastases. 


question, some studies showed that only 
2 per cent of tumors of the stomach 
were benign;!:? in another series, 22 per 
cent were benign;? and Hay found that 
80 of 81 gastric polyps under 2 cm. 
in diameter, or more than 98 per cent, 
were benign.? Available statistics often 
do not apply well to individual patients. 
Experience may help. It can be gained 
by treating and observing patients and 
by hearing and reading case reports in 
which physicians share their experiences 
with each other. 


Case Report 


The patient, a 70-year-old white male 
from the Veterans Administration Dom- 
iciliary, Bath, New York, was admitted 
to the Bath Veterans Administration 
Hospital on February 14, 1949, because 
of swelling of the legs and dyspnea. He 
also complained of abdominal aching, 
especially after eating beans, and of con- 
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stipation. Examination revealed evi- 
dence of mild congestive heart failure. 
His blood pressure was 170/100, and 
the second aortic sound was accentu- 
ated. The abdomen was obese but other- 
wise not remarkable. The anal canal was 
tight. No other significant abnormalities 
were noted. 

Blood and urine tests, 4-lead electro- 
cardiogram, and barium enema did not 
give evidence of abnormality. Gastro- 
intestinal series on March 3, 1949, re- 
vealed a round filling defect in the body 
of the stomach near its junction with the 
antrum (figure I). The roentgenologist 
reported: “The impression is that of a 
large polyp within the stomach which 
may very well be malignant.’’ A dia- 
phragmatic hernia was also noted. There 
was no free hydrochloric acid in the gas- 
tric juice after alcohol ingestion and his- 
tamine injection. 

The leg edema disappeared after dig- 
italis and diuretic therapy, and he was 
then transferred from the cardiac to the 
surgical service. He refused surgical 
therapy for the gastric neoplasm. The 
narrowing and spasm of the anal canal 
were treated by dilation. His abdominal 
symptoms disappeared and he was dis- 
charged from the hospital. 

He reported no gastrointestinal symp- 
toms after return to the Domiciliary. 
Three months later, x-ray examination 
of the stomach was repeated. Because it 
was suspected that the polypoid mass 
had increased in size, the patient was re- 
hospitalized on August 2, 1949, for gas- 
troscopy. The gastroscope was passed 
with difficulty, and a satisfactory exam- 
ination of the lesion was not possible. 
The consulting gastroenterologist and 
the members of the tumor board unani- 
mously recommended surgical explora- 
tion. The patient refused to undergo the 
operation, even after considerable ex- 
planation and urging. He was discharged 
August 9, 1949. 

During the next seven years, he was 


hospitalized for other illnesses—pneu- 
mococcal lobar pneumonia in 1949, frac- 
tured ankle in 1951, and varicose veins 
and cellulitis of the leg in 1953—and on 
each occasion the system review relative 
to the gastrointestinal tract was negative, 
except for constipation. Hypertension 
was present on each admission. 

He was interviewed many times at the 
gastrointestinal clinic of the Domiciliary 
during these seven years and was con- 
sistently found to be asymptomatic. He 
repeatedly refused operation. Five more 
radiologic examinations of the stomach 
were made during the seven years (fig- 
ures II to VI). Report of the last x-ray 
examination on February 15, 1956, con- 
tained the following statements: “A 
large, lobulated radiolucent defect is 
seen again involving the distal half of 
the stomach, extending from the mid- 
portion of the lesser curvature almost 
to the pyloric canal. As noted on pre- 
vious examinations, the polypoid mass 
has been demonstrated since 1949 and 
has progressively increased in size.” 
Three months later, in May 1956, the 
patient was found to be still asympto- 
matic by the gastroenterologist who was 
seeing him routinely in the follow-up 
study. He had lost no weight and was 
still obese, weighing 213 Ib. 

He appeared to remain well and did 
not require medical attention until Sep- 
tember 1, 1956, when he suffered a se- 
vere cerebrovascular accident with com- 
plete left hemiplegia. He was immediate- 
ly hospitalized. He was semistuporous, 
unable to express himself adequately, and 
incontinent, and his general condition 
deteriorated. He died on October 6, 
1956, at the age of 77, seven years and 
seven months after the gastric neoplasm 
was first discovered. 

At necropsy, a hemorrhage in the 
brain, measuring 5 by 4 by 3 cm., was 
found involving the right basal ganglia. 
This hemorrhage was the primary cause 
of death. Contributing causes included 
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pulmonary emboli and pulmonary ede- 
ma. Left ventricular hypertrophy and 
cardiac enlargement were present, the 
heart weighing 700 gm. The stomach was 
small and relatively empty. The distal 
7 cm. of the wall was included in an ul- 
cerated carcinoma with rolled borders. 
A small part of the serosal surface over- 
lying this lesion showed small white 
nodules, and the stomach wall in this 
area was constricted and wrinkled. The 
ulcerated lesion extended 3 cm. into the 
duodenum on the upper and _ posterior 
surface. The adjacent lymph nodes were 
not remarkable. No evidence of metas- 
tases was found anywhere by gross or 
microscopic examination. Microscopic 
examination revealed the lesion in the 
stomach to be a glandular carcinoma, 
which extended through the muscular 
wall into the overlying subserosa and 
occupied some of the vascular channels. 
There were many areas of necrosis with- 
in the tumor. It was moderately well dif- 
ferentiated. Other findings included a 
few pigment stones in the gallbladder, a 
diaphragmatic hernia, an epigastric her- 
nia, and an inguinal hernia. 


Discussion 


This patient’s course had been followed 
at the tumor board for more than seven 
vears. The opinion expressed in the final 
report of the board was that the gastric 
neoplasm was malignant when first dis- 
covered in 1949. It is possible that this 
lesion started as a benign polyp which 
later became malignant. It seems likely 
that this tumor was not completely be- 
nign when first found,® and it may have 
been present a long time before that. 
The course of some cancers from their 
inception until the time of death of the 
patient may be many years longer than 
has been generally thought. The inter- 
val between onset of symptoms and 
death from cancer is much shorter than 
the total length of time that the cancer 
is present. This is important in estimat- 
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ing prognosis in asymptomatic, occult, 
or in situ cancer. 

The estimation of the course of an un- 
treated neoplasm may help determine 
the necessity for major surgical proce- 
dures in some patients with other serious 
diseases. In young people who are good 
operative risks and who otherwise have 
long life expectancies, asymptomatic 
cancer and precancerous lesions should 
be treated surgically without delay. In 
some older patients with significant car- 
diovascular and pulmonary disease, the 
decision is not always so easy, especially 
if a major operation is necessary to dis- 
tinguish between an asymptomatic can- 
cer and an asymptomatic benign lesion. 

Surgical therapy was indicated in this 
case, especially in view of the increasing 
size of the neoplasm. However, there are 
cases in which the probability of a le- 
sion being malignant is very small, yet 
it may be impossible to be certain that 
it is benign. The mere possibility of can- 
cer or the fact that cancer cannot be ab- 
solutely ruled out are not in themselves 
sufficient justification for a major surgi- 
cal operation. If an occasional cancer in 
an old person is left untreated because 
it is thought to be benign or because the 
patient refuses operation, it may not al- 
ways cause the death of the patient, as 
witnessed by this case report. 

Many old people should be spared the 
risk and discomfort of a major opera- 
tion for an asymptomatic and probably 
benign lesion, even though there is a 
remote possibility that it is malignant. 
A remote possibility of malignancy is 
not enough; a significant probability of 
cancer should exist to justify a major 
operation for an asymptomatic lesion in 
an old person. This places the burden on 
the physician to decide whether a mere 
possibility or a significant probability of 
cancer is present in a given case. If the 
probability of cancer is less than the 
likelihood of a surgical death, opera- 
tion is not warranted, despite the fear 
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of cancer. Since surgical therapy might port, an operation may not be indicated 
not lead to a cure if cancer is present, even if the probability of cancer is some- 
and since cancer might not kill the pa- what greater than the predicted surgical 
tient if left untreated, as in this case re- mortality risk. 


REFERENCES 


1. MARSHALL, S. F.: Gastric polyposis. S$. Clin. North 4. HAY, L. J.: Surgical management of gastric polyps 
America 32: 857-865, 1952. and adenomas. Surgery 39: 114-119, 1956. 

2. KIEFER, E. D., and P. A. CHRISTIANSEN: Benign tumors 5. CAREY, J. B., and L. J. “Ay: Gastric polyps. Gastro- 
of the stomach and duodenum. M. Clin. North enterology 14: 280-286, 1950. 
America 40: 381-389, 1956. 6. SHIMKIN, M. B., M. H. GRISWOLD, and Ss. J. CUTLER: 

3. RIGLER, L. G., and L. B. ERICKSEN: Benign tumors of Survival in untreated and treated cancer. Ann. Int. 
the stomach. Radiology 26: 6-15, 1936. Med. 45: 255-267, 1956. 


THE HALOGENATED compound fluoxymesterone (Halotestin) is the 
androgenic hormone currently most effective in treatment of advanced 
cancer of the breast. Since it is an oral preparation and since its anti- 
tumor activity is as great as that of testosterone propionate, the drug 
may be superior to the older preparation. Halotestin does not have 
as great masculinizing properties as testosterone. 


B. J. KENNEDY: Fluoxymesterone therapy in advanced breast cancer. New England J. 
Med. 259: 673-675, 1958. 


EVERY WOMAN past 60 should be screened for uterine cancer once a 
year, with both pelvic examination and cervicovaginal smears a re- 
quired part of the procedure. If cervical carcinoma is found, the sen- 
sitivity reaction and radiation response described by Graham and 
Graham should be determined to aid the choice between surgery and 
irradiation. Currently, too many elderly women are ignoring physi- 
cians’ advice about regular examination and necessary treatment. Only 
23 of 100 patients questioned had been thoroughly examined in the 
past year. 


H. I. GANSER and Jj. R. WOLFF: The detection of uterine cancer in women after 60. 
Illinois M. J. 114: 283-285, 1958. 


DEFINITE ANABOLIC effects of the steroid norethandrolone in four 
underweight elderly patients have been observed. Norethandrolone 
should prove of considerable value in increasing the lean body mass 
in individuals who consistently fail to gain weight on an adequate 
diet. In each case there was a significant gain in body weight and 
marked nitrogen retention. No androgenic or other unpleasant effects 
were observed. 


D. WEBSTER: An anabolic study with norethandrolone in four elderly underweight 
males. Brit. M. J. 511: 1447-1450, 1958. 
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Gallstone ileus in a 95-year-old woman 


/ 


A case report with six-year follow-up studies 


GIRARD S. SERINO, M.D. 


WILMINGTON, DELAWARE 


@ The most important aspect of gall- 
stone intestinal obstruction concerns its 
prevention. A 100-year-old white wom- 
an, who was operated upon five years 
before in July 1953 for gallstone ileus, 
is perhaps the oldest patient ever sub- 
jected to this type of surgery. In Novem- 
ber 1953, at the age of 95 years, she was 
again successfully operated upon for in- 
testinal obstruction due to adhesive 
bands. 


Prophylaxis 
There is an increasing incidence of ob- 
turator obstructions caused by gallstone 
ileus as well as of intestinal obstructions 
produced by adhesive bands as a result 
of previous abdominal surgery. 

Since most cases of gallstone ileus oc- 
cur as emergency problems in the elder- 
ly, the prevention of this condition 
would seem desirable. It is now general- 
ly believed that the elderly patient tol- 
erates elective surgical treatment as well 
as does a younger person.! Emergency 
procedures, on the other hand, produce 
considerably higher morbidity and mor- 
tality rates among patients of advancing 
age.? 

This patient was given conservative 
medical treatment for calculus cholecys- 
titis and intermittent painful jaundice 


GIRARD §S. SERINO is chief in surgery, St. Francis 
Hospital, Wilmington. 


A 95-year-old woman was operated 
upon successfully for gallstone ileus 
in July 1953 and four months later 
for intestinal obstruction caused by 
adhesive bands. Today, five years lat- 
er, she remains symptom-free at the 
age of 100. This emergency could have 
been avoided if cholecystectomy had 
been performed during middle age, 
when symptoms were first noted. 


for many years before the emergency in 
1953. The hazards of emergency surgery 
in this elderly patient might well have 
been avoided if cholecystectomy and ex- 
ploration of the bile ducts had been per- 
formed as an elective procedure during 
middle age. Prophylactic cholecystecto- 
my is justified for so-called “silent” gall- 
stones, especially when life expectancy 
is long, for who knows how long they 
may be silent? According to a conserva- 
tive estimate, 17 million Americans have 
gallstones. The percentage of this total 
in which gallstone ileus will develop 
might well depend upon the attitude of 
our profession toward cholelithiasis. 


SEX AND AGE 


Gallbladder disease and gallstone ileus 
occur more frequently in women than in, 
men. Statistics show that for each man, 
7 women suffer from this disease. Shore 
and co-workers report 7 cases of gall- 
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stone ileus, all in women;* 9 of the 10 
cases reported by Denneen and_ Brod- 
erick were in women.t The average age 
of patients in this group was 64, and in 
the former, 86 years. A case of gallstone 
ileus has been reported in a woman 25 
years of age. 


INCIDENCE 


The exact incidence of gallstone ileus is 
still debatable, although most observers 
agree that it is increasing, as is the aver- 
age age of patients. A recent survey 
shows that 23.7 per cent of all small 
bowel obstructions in patients over 70 
years of age are due to gallstones, ex- 
cluding patients suffering from strangu- 
lation obstructions.*® Prior to the release 
of these recent figures, the relative in- 
cidence has been variously quoted as 
from 1 to 12 per cent. It is agreed by 
most observers that multiple episodes of 
gallstone ileus are rare.® 


PATHOLOGY 


Gallstones causing intestinal obstruction 
reach the bowel through a fistula be- 
tween the biliary passages and the intes- 
tine. The majority of stones pass through 
an abnormal communication between 
the gallbladder and duodenum. Less 
frequently, the fistula is found between 
the gallbladder and the stomach, jeju- 
num, or colon; a communication be- 
tween the common bile duct and gastro- 
intestinal tract is rare. Cases have been 
reported in which gallstone ileus has oc- 
curred in the absence of an abnormal 
communication. Occasionally, a stone re- 
sembling a gallstone has been removed 
from the small bowel even though the 
biliary tract appeared normal. In such 
cases it has been shown to be an entero- 
lith, composed largely of bile salts and 
bile pigments, but developing in a di- 
verticulum of the bowel.* 

Do all gallstones that reach the bowel 
produce intestinal obstruction? Much 
depends on the physical characteristics 
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of the calculus. Gallstones have been 
known to pass through the entire bowel 
and be expelled by rectum with few or 
no symptoms,*® and instances of vomited 
gallstones have been reported. The cal- 
culus may become incarcerated and 
cause intestinal obstruction anywhere in 
the small or large bowel. The most com- 
mon site of obstruction is the lower 
ileum. 


Stones large enough to block the bow- 
el lumen are about the size of a walnut. 
Rough or faceted stones are apparently 
more dangerous than smooth stones; a 
round stone is more likely to cause ob- 
struction. A sharp, rough stone may 
cause necrosis and perforation at the site 
of impaction. A stone may enlarge dur- 
ing its passage through the bowel, par- 
ticularly if it remains in one portion of 
the bowel for a great length of time. A 
small stone not large enough to block 
the bowel lumen may cause obstruction 
by producing a spastic obstruction. Rare 
instances of recurrent gallstone ileus 
caused by multiple calculi have been re- 
ported. Gallstone ileus is usually of the 
simple variety, in which a mechanical 
block of the intestine alone is present. 
Rarely, there may be a volvulus from 
accumulation of gas and fluid above the 
incarcerated stone. Perforating ulcers 
above the point of obstruction have been 
described.® 


Diagnosis 


In earlier years, preoperative diagnosis 
was seldom correct.’” A detailed history 
and a complete physical examination are 
of utmost importance in arriving at the 
diagnosis. Elderly patients presenting 
signs and symptoms of intestinal ob- 
struction and with a history of biliary 
tract disease or symptoms compatible 
with that diagnosis should make the ob- 
server suspicious of gallstone ileus. 
Symptoms of intermittent obstruction, 
which relents and recurs, plus a history 
of biliary colic or cholangitis should 
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suggest the possibility of gallstone ile- 
us.11 In all cases of intestinal obstruc- 
tion, but particularly those in the aged, 
gallstones should be considered as a 
possible cause in the differential diag- 
nosis. In so doing, gallstone ileus should 
be recognized in the majority of cases. 
In rare instances, a calculus may be felt 
on abdominal examination. Rectal exam- 
ination may reveal an impacted rectal 
stone. 

Occasionally, as in this case, a large 
gallstone in the small intestine may be 
seen on either an oblique or posteroan- 
terior x-ray film. When previous roent- 
genograms of the gallbladder have 
shown a large calculus, this area should 
be re-examined, in the presence of intes- 
tinal obstruction, to determine whether 
the shadow is still present. ‘he absence 
of the shadow in the case to be presented 
was another confirmatory sign directing 
attention to the preoperative diagnosis 
of gallstone ileus. The presence of air 
in the biliary passages suggests the pres- 
ence of an internal biliary fistula, 
through which the calculus may have 
found its way into ihe intestine. An un- 
usual case of intermittent gallstone ileus 
lasting for at least six years has been re- 
ported by Monroe and Kennedy.!? Pre- 
vious cholecystectomy, absence of roent- 
gen findings of biliary fistula, and un- 
usually long duration of symptoms com- 
plicated the diagnosis. 

Most radiologists are of the opinion 
that dilute barium will not convert a 
partial obstruction into a complete one. 
A few swallows of diluted barium may 
enter the biliary tract or pass down to 
the site of obstruction in the intestine 
and thus possibly delineate the stone. 
In those rare cases in which the gall- 
stone has obstructed the large bowel, a 
barium enema examination may dis- 
close the point of obstruction or it may 
outline the calculus. If a cholecystocolic 
fistula exists, the barium may fill the 
gallbladder.!8 


Treatment 


Elderly patients have, as a rule, a re- 
duced physiologic reserve. Since their 
diminished physiologic response to 
emergency surgical stress may _predis- 
pose to many hazards, it is necessary 
that a careful and complete survey be 
made of each patient. Nutritional defi- 
cits demand careful replacement of 
blood, protein, fluids, electrolytes, and 
vitamins before any attempt at surgical 
intervention is made. Sudden overload- 
ing of the vascular system may produce 
adverse results. Antibiotics may be in- 
dicated in the preparation for surgery. 


CONSERVATIVE TREATMENT 


Decompression by one of the various in- 
testinal tubes is frequently worthwhile. 
By this method, small stones or a spastic 
obstruction may be dealt with satisfac- 
torily. Persistence of intestinal obstruc- 
tion, as revealed by physical examina- 
tion and x-ray evidence following a trial 
with decompression, indicates the neces- 
sity for operation. 


ENTEROTOMY 


Opening of the bowel with removal of 
the stone is the operation preferred by 
most observers. When possible, the cal- 
culus should be pushed distally and re- 
moved through an unobstructed area in 
the bowel. If this fails, an attempt is 
made to push the stone upward in the 
bowel and to remove it through a trans- 
verse incision. ‘These procedures are rec- 
ommended because an incision directly 
over the site of incarceration may not 
heal satisfactorily. Stones that cannot be 
moved must of necessity be opened di- 
rectly over the site of incarceration. Fol- 
lowing removal of the stone, the bowel 
is closed transversely. A search for mul- 
tiple stones may be indicated, particular- 
ly if a faceted stone is found. ‘The search 
should include the biliary system as well 
as the intestinal tract. 
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CRUSHING OF THE STONE 

This ancient method will succeed in a 
small percentage of cases. Aird in 1950 
revived interest in this method.!* In 
suitable cases, it offers many desirable 
features for the protection of the elder- 
ly patient. It is rapid, produces less 
stress on the patient, and, since the bow- 
el lumen is not opened, carries less risk 
of fecal contamination. The bowel wall 
is protected with several layers of moist 
gauze. Increasing pressure is made over 
the stone with a Payr type of clamp. In 
cases in which the stone can be crushed, 
the resulting fragments are milked into 
the cecum. Resulting tears in the sero- 
muscular coats of the bowel are repaired 
in the usual accepted fashion. The 
crushed stone will pass by rectum and 
can be recovered for examination. 


BILIARY FISTULA 


The question of when to close the cho- 
lecystoenteric fistula has been a contro- 
versial subject for many years. Authori- 
ties generally agree the fistula should 
not be corrected at the time of removal 
of the obstructed intestinal gallstone.’ 
Most fistulae close spontaneously. 


CHOLECYSTECTOMY AND EXPLORATION 
OF THE BILE DUCTS 

In most cases, the gallbladder, once free 
of calculi, contracts to a small, fibrous 
remnant. If a faceted stone is found ob- 
structing the bowel, other stones should 
be looked for in the gallbladder. If 
present, the calculi should be removed 
by cholecystostomy. The absence of 
stones in the gallbladder requires ex- 
ploration of the proximal distended 
bowel. Persistent biliary tract symptoms 
following surgery for gallstone ileus 
constitute an indication for cholecystec- 
tomy and exploration of the bile ducts.'6 


Mortality 


Before 1950, the average rate of mortal- 
ity from gallstone ileus, as reported in 


260 Geriatrics, April 1959 


the literature, varied from 30 to 70 per 
cent. The following factors have been 
listed as causes for this high mortality: 
the advanced age of the patients; obes- 
ity; associated cardiovascular complica- 
tions; delay in diagnosis and operation; 
associated water and chemical imbal- 
ance; failure to make an aseptic enter- 
otomy; and, finally, the lack of proper 
understanding of the pathologic physi- 
ology of intestinal obstruction. Since 
1950, a drastic reduction in the mortal- 
ity rate has been reported, with the most 
recent ranging from 0 to 18.4 per cent. 


Case Report 


The patient, a 94-year-old white woman, 
was admitted to St. Francis Hospital, 
Wilmington, Delaware, on July 31, 
1953, with a long history of cholecystic 
disease. During the preceding thirteen 
years, she had had 6 episodes of severe 
abdominal pain, the last of which was 
associated with jaundice. On a previous 
admission, x-ray examination revealed a 
poorly functioning gallbladder with one 
large calculus. The gastrointestinal tract 
was normal. Six days before admission 
in 1953, the patient began to complain 
of crampy abdominal pain associated 
with anorexia and vomiting. 

Her admittance weight was 92 Ib. 
Physical examination showed evidence 
of jaundice, marked dehydration, and a 
tympanitic distended abdomen with hy- 
peractive bowel sounds. Marked tender- 
ness was present in the lower right ab- 
domen. Pulse rate was 84. Heart and 
lungs were normal. Leukocyte count 
was 10,950; red cell count was 4,410,- 
000, with 14.5 gm. hemoglobin; hemat- 
ocrit was 47 mm.; and_ prothrombin 
time was 90 per cent normal. Urinalysis 
showed a trace of albumin. A_ blood 
sugar taken in the early morning fol- 
lowing admission was reported as 135 
mg. per cubic centimeter of whole blood. 
A glucose tolerance test for diabetes 
mellitus and liver function was normal. 
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Because of impaired kidney function 
as shown by ankle edema and elevation 
of blood urea to 48 mg. per 100 cc., 
electrolyte studies were carried out. So- 
dium was 123 mEq./1. and potassium, 
4.5 mEq./1., which rose postoperatively 
to 5.48 mEq./1. The rise in the serum 
potassium was considered unusual, since 
16 mEq. of potassium is lost in the aver- 
age operative procedure and only one- 
half normal saline was administered 
during surgery to correct sodium defi- 
ciency. Carbon dioxide combining pow- 
er of 41 volumes per cent was reported. 
The icterus index was 10 units of bili- 
rubin. Serum protein was 5 mg. and se- 
rum amylase, 63 units. 

A flat plate of the abdomen showed 
evidence of an intestinal obstruction low 
in the ileum. Intestinal intubation with 
suction was established, and fluids with 
antibiotics and vitamins were adminis- 
tered parenterally. 

A preoperative diagnosis of gallstone 
intestinal obstruction was made. On Au- 
gust 7, permission for operation was 
granted, and surgical intervention was 
carried out. Exploration through a low- 
er right transverse incision revealed a 
large quantity of serosanguineous fluid. 
The presenting loops of ileum were dis- 
tended, cyanotic, and edematous. A gall- 
stone the size of a golf ball was found 
impacted in the terminal ileum about 4 
in. from the cecum. The bowel in this 
area was blanched. Following proximal 
displacement, several moist gauze pads 
were placed over the stone to protect the 
bowel wall. A Payr clamp was applied, 
increasing pressure until the stone was 
crushed. The fragments were removed, 
and the seromuscular defect in the bow- 
el wall was sutured with fine silk. The 
abdomen was closed without drainage. 

The patient was maintained post- 
operatively on gastric suction and _par- 
enteral fluids in the form of one-half 
normal saline, 500 mg. ‘Terramycin dai- 
ly, and one ampule Folbesyn. Potassi- 


um was given in the amount of 2 gm. in 
1,000 cc. of distilled water with Travert 
10 per cent. Fluids were continued in 
this manner for one week, after which 
Terramycin and vitamins were given 
orally. Convalescence was uneventful. 
Fragments of the calculus, which were 
passed by rectum six days after surgery, 
were dark brown and consisted of cal- 
cium bilirubinate. The patient was dis- 
charged in good condition on the four- 
teenth postoperative day. 

The patient returned to the hospital 
on November 5, with signs and symp- 
toms again suggesting small bowel ob- 
struction. There was considerable fluid 
in abdomen and extremities and the 
question was raised as to whether this 
was a case of recurrent gallstone ileus. 
At operation, an adhesive band was ex- 
cised and a gallon of clear fluid re- 
moved. Postoperative care was the same 
as that following the first operation. 
Kidney function improved slowly. The 
patient was discharged in excellent con- 
dition on December 14. Follow-up stud- 
ies during the past five years show that 
she has remained in good health and is 
symptom-free. She eats three good meals 
daily and continues to enjoy a hearty, 
late snack each evening before retiring. 


Summary 

The long history of gallbladder disease 
in this elderly patient admitted with 
acute intestinal obstruction aroused sus- 
picion that the cause might well be an 
impacted gallstone. A flat plate of the 
abdomen revealing an area of increased 
density in the lower quadrant with evi- 
dence of obstruction confirmed this sus- 
picion. The absence of a gallstone shad- 
ow as seen in a former x-ray film made 
complete the preoperative diagnosis of 
gallstone ileus. Cholecystectomy per- 
formed during middle age, when biliary 
symptoms were first noted, would have 
made the present emergency surgery un- 
necessary. 
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Various types of treatment for gall- 
stone ileus are available. Failure of con- 


ser 


vative treatment demands operative 


intervention, with enterotomy being pre- 


fer 


red by most surgeons. In suitable 


cases, the simplest operative procedure, 
crushing of the stone, may be lifesaving. 





In order to lower the morbidity and 
mortality in these aged patients, excel- 


lent 


preparation, anesthesia, surgery, 


and postoperative care are imperative. 
Five years following surgery for gall- 
stone ileus, this 100-year-old patient has 
remained symptom-free. 
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INVOLVEMENT of the intestine with submucosal and subserosal em- 
physematous blebs is mainly limited to the small bowel. However, in- 
volvement of the left portion of the colon has become more common 
in the past ten years. Proctologic or barium enema examination reveals 
diagnostic changes. The rest of the gastrointestinal tract is usually 
normal, Spontaneous pneumoperitoneum occurs infrequently and is of 
no great consequence. Patients do well on conservative management. 
Resection of the involved bowel is not necessary unless the patient 
has persistant symptoms suggestive of obstruction or unless bleeding is 
severe. 
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testinalis involving left portion of colon; report of four cases diagnosed at sigmoido- 
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Editorial 





Criteria for retirement 


LEONARD Z. BREEN, Ph.D. 
LAFAYETTE, INDIANA 


_—. of what has been accom- 
plished in delineating criteria for 
retirement gives the impression that there 
has been little meeting of minds as to 
what constitutes criteria, let alone wheth- 
er such criteria are about, leading to, 
evaluative of, or for retirement. If by 
retirement criteria we mean the stand- 
ards or rules by which judgments on re- 
tirement for workers are reached, we 
must clearly specify the rules. What 
shall be used as the measure of the man 
when retirement decisions are to be made, 
whether such decisions concern individ- 
ual workmen or entire shops? Until re- 
cent years, the need for identification 
and justification of criteria would cer- 
tainly have been out of place, for each 
person went on working until he decided 
to stop, or until he and his employer 
agreed that the needs of each were no 
longer being met. With industrialization, 
the development of industry-wide bar- 
gaining, changes in social security laws 
and programs, and their concomitant in- 
stitutionalization of involuntary retire- 
ment, such approaches have been modi- 
fied, to say the least. 


LEONARD 7. BREEN 7s an associate professor of 
sociology, Purdue University, Lafayette, Indiana. 


In the light of such changes, it becomes 
increasingly important to know what 
function retirement from work is sup- 
posed to perform. Is it supposed to give 
the hard and conscientious worker a 
“well-deserved rest?” Is it designed to 
remove the older worker from active 
participation in the work force so as to 
make room for the younger workers who 
are coming up? Is it expected to per- 
form, in an institutionalized manner, the 
task of dealing with problems of super- 
annuation and modernization of the 
work force? Should it provide for re- 
moval of the less vigorous, less able, 
and less productive? In sum, is retire- 
ment a form of punishment for growing 
old, an economic and industrial neces- 
sity, or an individual reward? We know 
the practice of retirement (whether vol- 
untary or compulsory) to be widespread 
and industrially and personally signifi- 
cant; the implications following there- 
from are of concern to us, and a review 
of the criteria being used in such pro- 
grams becomes meaningful. 


Standards for Retirement Decisions 


There are four general categories of 
standards by which retirement decisions 
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are reached in industry—age, ability, 
physical condition, and productivity. 

Undoubtedly, the most common cri- 
terion employed is that of the age of the 
worker. Most retirement programs are 
based on the widely accepted practice of 
cessation of work at 65 or some other 
arbitrary age. Such specific determina- 
tion has many virtures: it is administra- 
tively simple to operate; all persons are 
treated alike, according to a clear and 
easily recognized formula; financial costs 
to the company are easily determined; 
the worker has a specific target date to- 
ward which to plan; and retirement time 
is easily verified. On the other hand, re- 
search has demonstrated that the num- 
ber of years lived is only one way to 
measure a man’s age and does not con- 
sider the great individual variation in 
the readiness and need for retirement. 

Age-related retirement programs vary 
considerably from company to company 
and even within an individual firm. 
There are often differences in needs of 
the individual as well as in programs by 
occupation and by industry. We know 
that, in the same company, there are usu- 
ally different retirement ages for wom- 
en and for men. There may also be dif- 
ferences in philosophy, in pension, and 
in retirement programming. Although 
65 is the age most commonly stipulated 
in industrial approaches to retirement, 
compulsory retirement programs set 
ages as low as 50 and as high as 75, de- 
pending on the nature of the work, his- 
tory of the company, and historical ac- 
cident. 

To argue that such practice was 
codified by the social security laws of 
the 1930s or that they trace from Kaiser 
Wilhelm is begging the question. Why 
does the arbitrary selection of a retire- 
ment age by either Congress or Kaiser 
Wilhelm make that age significant in 
and of itself? Retirement at 65 has come 
into common practice inadvertently; 
there is no more rational reason for hav- 
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ing chosen 65 than there is for, say, 58.5 
or 69. 

A second criterion is that of ability, 
or its converse, disability. When a work- 
er is no longer able to meet the require- 
ments of the employer because of dis- 
ability, retirement is often automatic. 
This criterion is often used in job place- 
ment by writing job descriptions and 
then finding employees to meet the spe- 
cific requirements of the job. A few 
years ago, Bert Hanman wrote an inter- 
esting little book asking, in effect, why 
it was not the other way around.! Rather 
than recording a man’s disabilities as 
they arose, Hanman proposed a “man 
description” in which the individual’s 
abilities would be recorded. This ‘‘abil- 
ity list” would then be compared with 
the descriptions of various positions in 
order to fit individual abilities to job 
requirements. This positive approach has 
since been modified for use in other sit- 
uations. 

Related to this ability criterion is one 
often seen as identical with it—namely, 
that of physical condition. Many retire- 
ment programs are written in such a 
way that the medical department moves 
in where the personnel department fears 
to tread. The auras of science and bio- 
logic mystery combine to make it possi- 
ble for the industrial physician to exer- 
cise judgments about the relationship 
between physical findings, company 
needs, and individual desires in such a 
way as to make certain decisions palat- 
able to the worker which he would re- 
sent if rendered by other offices and per- 
sons. 

Finally, many companies use as their 
measuring rod data on productivity. 
However, current research raises many 
questions concerning the appropriate- 
ness of such a criterion. In particular, 
the recent Department of Labor study of 
the relationship between age and pro- 
duction casts grave doubt on the useful- 
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ness of such data.? It points out that 
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variations in productivity among the 
members of an age group are often 
greater than variations between the age 
groups themselves. 

None of these four criteria is univers- 
ally accepted or always applied in a sys- 
tematic form. Conditions of the economy 
often dictate adjustments in practices. 
Fluctuations of the labor market make 
it more or less desirable that older work- 
ers continue on the job. Conditions im- 
posed upon the economy, such as wars 
and periods of national danger, have a 
similar impact and alter our approach 
to the problem. 


Developing Objective Criteria 
Clearly, if industry wishes to maintain a 
set of consistent retirement practices and 
increase the flexibility of present pro- 
grams, it must develop criteria which 
may be objectively measured and ap- 
plied. Efforts have been made in this di- 
rection, but with little success. The Ob- 
jective Criteria of Aging project at the 
University of Chicago was designed to 
bring together a variety of skills to bear 
upon the subject. A research group, con- 
sisting of two physicians, two psychol- 
ogists, an economist, and a sociologist, 
studied a sample of 132 industrial work- 
ers of two age groups and five companies 
to try to discern the objective nature of 
aging and to develop specific measures 
of age. Because of the indeterminate na- 
ture of the aging process and the dynam- 
ics of change, such objective measures 
were not attainable. At the present state 
of knowledge, such determinations 
probably cannot be made. 

To be sure, the identification of the 
objective criteria and even the develop- 
ment of objective measures would be 
only half the battle. Our democratic and 
industrialized society requires that such 
matters be properly the concern of in- 
dustrial bargaining. Labor and manage- 
ment would need to agree on the accep- 


tance and implementation of such meas- 
ures, even if the more basic policy prob- 
lems could be resolved. Of course, the 
basic issue, on which there is not yet any 
clear unification of opinion, has to do 
with the desirability of compulsory as 
opposed to flexible retirement. Neither 
management nor labor has completely 
embraced one position or the other. The 
opinion of many persons in both groups 
is that flexible retirement would be de- 
sirable—if it could be implemented. The 
“if” of the proposition in turn depends 
upon the identification, character, ob- 
jectivity, measurability, and implemen- 
tation of specific criteria. 

Important steps have been taken 
which will eventually permit develop- 
ment of flexible programs for retire- 
ment. Such innovations as portable pen- 
sions, health insurance for persons over 
65, “normal” and “automatic” ages in 
retirement agreements, gradual removal 
from the job, and job adjustment train- 
ing for older workers all serve to make 
possible the public discussion of the is- 
sues and wider acceptance of the basic 
ideas. 

The ultimate program must probably 
wait upon further explorations by re- 
searchers and industrial negotiators. Not 
all persons will be pleased by the pro- 
grams to be developed, but certainly all 
alternatives must be considered and that 
one adopted which will provide us with 
the most rational determination based 
upon the best possible understanding 
and judgment. 


Based upon a paper originally presented at the 
Seventh Annual Conference on Gerontology, 
October 21, 1958, State University of Towa, Iowa 
City. 
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Diagnostic problems 


NE of the hardest diagnostic prob- 
lems that often faces the geriatri- 

cian is why has a man past 40 or 50 or 60 
failed in health and perhaps quit going 
to his office. Or, why, when he goes to 
his office, can he no longer get much 
done? At home, the family may have 
noticed changes in his character and 
personality and mood. The man may 
have become abnormally irritable or for- 
getful. In his car, he may have changed 
from a good driver to a poor one. Many 
a woman past middle age will show simi- 
lar changes and, as a result, she may be- 
come a sore trial to her immediate family. 
Obviously, in all these cases, there are 
at least 5 possibilities: (1) the patient is 
just becoming a bit senile ahead of time, 
(2) cerebral arteriosclerosis is advancing, 
(3) in the case of a woman, she may have 
been hit hard by the menopause, (4) in 
either man or woman, there may have 
been an unrecognized stroke, perhaps 
during the night, and (5) it may be that 
the person is slipping into a psychosis. 
There is many a person with a heredi- 
tary tendency to psychosis who fights 
this off all his days and hangs onto his 
sanity. Then, a day comes when he loses 
interest or he loses the motivation or the 
strength to keep fighting. Often, when a 
man loses to one of his colleagues that 
vice-presidency or general managership 
toward which he has worked for twenty 
years, he gives up and loses interest in 
life. Some psychiatrists believe that a 





in the elderly 


man who has fought off schizophrenia 
all his days can end up with a senescent 
psychosis. 

Physicians who have to puzzle over the 
causes of a senescent mental breakdown 
can, I think, find much help in a book 
which I recently finished after ten years 
of studying what happened to the rela- 
tives of nearly 700 persons, all of whom 
had psychotic, alcoholic, or epileptic par- 
ents, grandparents, uncles, aunts, sibs, 
or children.! 

As I show again and again in this 
book, there are scores of patients con- 
stantly going through our offices who 
wilfully conceal from us the fact that, 
for much of their lifetime, they have 
fought off the insanity that caused one or 
more of their forebears to be committed. 
Now that they are getting old, they find 
this fight ever more difficult. Some are 
giving up the fight and are getting “‘or- 
nery” and difficult and, at times, a bit 
disoriented, or confused, or paranoid; 
some are taking to the bottle; some old 
men who have always lived an exemplary 
life go to living with a prostitute; some 
become either miserly or profligate; and 
some get queer pains which are originat- 
ing in the diseased nervous system. 


WALTER C. ALVAREZ, M.D. 
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Delay in diagnosis and in institution of treatment is a definite and serious handicap in 
the practice of geriatric medicine. Depreciations in health must be searched for by 
thorough medical study if they are to be discovered early enough to permit of fully effec- 


tive therapy. 
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LETTERS 
to the Editors 





This section of Geriatrics is open for 
informal comment from readers. Publi- 
cation of letters is subject to editing and 
availability of space. 


Use of Vacant Beds in 

Tuberculosis Sanatoriums 

TO THE EDITORS: 

The vacant beds now existing in sanatoriums 
for the tuberculous have resulted in a great 
deal of discussion, not all of which has been 
limited to students of the disease. 


Although the bulk of morbidity and mor- 
tality from tuberculosis is now occurring in 
the geriatric age, the eradication program 
has not been executed sufficiently well to 
prevent a sizeable number of persons from 
birth to the age of 40 from becoming in- 
vaded with tubercle bacilli. The percentage 
of younger persons developing clinical di- 
sease is apparently the same as it always 
has been among tuberculin but 
reactors have not become so few that, in the 
ageregate, the number of clinical cases de- 
veloping in this age period is markedly re- 
duced. In some places, as much as 85 per 


reactors, 


cent of mortality and morbidity now occur 
in persons of 40 years or older and 60 per 
cent among persons of 60 years or older. 

Therefore, there will still be clinical cases 
for sanatorium beds those 
earlier life were not protected against tuber- 
cle bacilli. Although their number will be 
relatively small, some will need to be isolated 
and treated. 

During the past two decades, approximate- 
ly 1 million displaced persons have entered 
the United States, and it has been estimated 
that from 3 to 5 million illegal aliens have 
entered. Most of persons are from 
countries where that nearly all adults are 
infected. Sanatorium beds will be needed 
for many of these individuals as the years 
pass. 


among who in 


these 


‘To date, no one knows the long-term re- 
lapse rate among persons who have had 
antituberculosis drugs and_ resectional sur- 


gery, and how many of such persons will 
again need hospital beds. 

A few years ago, the wave of enthusiasm 
for closing sanatoriums was so overwhelming 
that many sanatoriums were completely aban- 
doned. Some of them were soon reopened 
for various purposes, including homes for 
the aging. 

In a few places, a viewpoint was taken 
which manifested an understanding of tu- 
berculosis. Sanatoriums were not turned over 
to other agencies or activities but were re- 
tained as such, and vacant beds became avail- 
able for persons with other illnesses. This 
was done with the distinct understanding 
that a bed would promptly be made avail- 
able for each person reported to have con- 
tagious tuberculosis. If there was only one 
such person per week, per month, or even 
in an entire year, isolation and treatment 
were assured. Moreover, the staff, highly 
trained in tuberculosis, was not dispersed. 

If the tuberculosis program continues to 
succeed as in the past, the number of such 
beds needed will be relatively small. Never- 
theless, they should be available at all times 
and in ready access to those who need them. 

J. A. MYERS, M.D. 
Minneapolis 


Chemosurgery for Facial Cancers 

TO THE EDITORS: 

Dr. Frederic E. Mohs’ article entitled “Che- 
mosurgery: A Method for the Microscopical- 
ly Controlled Excision of Cancer of the Skin 
and Lips” which appeared in the February 
1959 issue of Geriatrics is worthy of com- 
ment. 

Faced with the management of cutaneous 
malignancy in the practice of dermatology, 
the value of a fully microscopically con- 
trolled method for the removal of these 
lesions was obvious, and Dr. Mohs’ original 
publications, supported by unparalleled cure 
rates, were noted with interest by my asso- 
ciates (Drs. H. J. Templeton, C. J. Lunsford, 
and H. V. Allington) and me. 

After a period of observation of the 
technic in Dr. Mohs’ clinic at Madison, Wis- 
consin, the procedure was instituted in our 
office in May 1951. Since that time we have 
successfully used the Mohs technic in the re- 
moval of over 145 selected cutaneous malig- 
nancies of the head and neck. 
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The technic is a most valuable addition- 
al procedure to the more conventional meth- 
ods of radiation, surgical excision and cu- 
rettage, and electrodesiccation in the man- 
agement of cutaneous cancer. We consider 
it the treatment of choice in recurrent can- 
cer and infiltrating forms of cancer where 
the margins are impossible to distinguish by 
observation and palpation. It accomplishes 
its purpose with the minimum loss of normal 
tissue. In areas, especially about the face, 
this may be both functionally and cosmetical- 
ly important. 

It is pleasing to note that more and more 
clinics are using the Mohs chemosurgery 
technic, and perhaps it will not be too long 
before the procedure will be available in 
every major city. 

R. RAYMOND ALLINGTON, M.D. 
Oakland, California 


TO THE EDITORS: 

Dr. Mohs has been identified for many years 
with a method for dealing with superficial 
cancers—a method designated by him as 
“chemosurgery.” Dr. Mohs undoubtedly has 
had more experience with this procedure 
than anyone else and undoubtedly has 
achieved a high degree of proficiency in its 
execution. The principle he uses is by no 
means new in that a chemical is used to fix 
the tissues in situ prior to their removal. 
Microscopic control is one of the features of 
the method. It would appear that the cos- 
metic results are excellent indeed and _ this 
is a very commendable feature of the pro- 
cedure. Thus, in the relatively slow-growing, 
basal-cell carcinomas of the face, it would 
appear as the treatment of choice. His 
quoted results exceed those of any other 
method of treatment, citing 95.5 per cent 
five-year cures. 

Dr. Mohs is to be highly commended upon 
his work with the chemosurgical attack upon 
cancers and his consistent labors throughout 
the years in this field. Regardless of criticisms 
and shortcomings of the method, his results 
are most impressive, and I would agree 
wholeheartedly with the final statement that 
“. . . chemosurgery clinics with trained per- 
sonnel and special equipment should be 
available in every large center of popula- 
tion.” This would require a high degree of 
specialization on the part of certain physi- 
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cians but the results would seemingly justify 
such endeavors. 
ALEXANDER BRUNSCHWIG, M.D. 
New York City 
TO THE EDITORS: 
Dr. Mohs has spent many years developing 
his special technic which he refers to as 
chemosurgery. 

Dr. Mohs is of the opinion that, since 
there is complete microscopic control of the 
excised tissues, it is unnecessary to remove 
a wide margin of normal tissue. Clinically 
the exact size of a malignant lesion frequent- 
ly cannot be determined by inspection and 
palpation; therefore, areas of surrounding 
normal tissue must be included when surgery 
or irradiation therapy is used. 

He makes the point that “The well-vas- 
cularized tissues which follow chemosurgical 
treatment lend themselves well to any plastic 
repair that may be required, but, in a large 
majority of the cases, no repair is necessary 
and the wounds rapidly epithelize with cos- 
metically satisfactory scars.” 

Although his technic has been in use for 
many years, it has not, to my knowledge, be- 
come very popular in malignancy centers. It 
requires patience and that certain personnel 
become proficient in its use. Economically, 
it may be more expensive because of the 
many histologic sections required and the in- 
creased professional time. 

I believe that its greatest use will be in 
patients where surgical and/or irradiation 
therapy has been unsuccessful. In individuals 
whose skin is very thin and _ telangiectatic 
and who have had unsuccessful irradiation 
therapy, this type of treatment would have 
many advantages. 

If malignant tumors about the head, face, 
and neck were adequately excised or treated 
by adequate irradiation, there would be few 
failures. For the uncomplicated lesions in- 
dicated above, surgical excision or irradia- 
tion therapy is highly successful. For the 
majority of these lesions I prefer fractionated 
radium or external irradiation therapy. A 
single biopsy is required, the patient is 
treated on an outpatient basis, adequate sur- 
rounding normal tissue is included in the 
field to insure control of the lesion, and 
there is practically no residual scar. 

JUSTIN J. STEIN, M.D. 
Los Angeles, California 
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The Treatment of Acute Leukemia 
in Adults 


KITTELSON and H. L. 
Univ. M. School 32: 


ALT. Quart. Bull. 


K. D. 

Northwestern 

361, 1958. 
Acute leukemia is increasing in incidence 
among older people, and improvement in 
prognosis is greater in children than in 
adults. 

The response to treatment of acute leu- 
kemia was studied in 24 patients—20 men 
and 4 women—ranging in age from 22 to 77. 
Transfusions were given only to keep the 
hemoglobin level above 7 gm. per cent. Anti- 
biotics were prescribed for infections and 
were given prophylactically during leuko- 
penia. 

The dose of 6-mercaptopurine was 300 
mg. per day in although it 
ranged from 150 to 500 mg. The initial daily 
dose of ACTH ranged from 60 to 100 uh. 
of gel intramuscularly, that of cortisone, 
from 100 to 300 mg. orally, and that of 
prednisone, from 60 to 75 mg. Aminopterin 
usual 


most Cases, 


and amethopterin were used in the 
dosage. Treatment was aimed at producing 
a hypoplastic bone marrow as evidenced by 
leukopenia. In those patients in whom com- 
plete remission was produced, the range of 
drug-induced leukopenia preceding the re- 
white count of 300 to 2,200 
per cubic millimeter. All but 1 patient re- 


Mission was a 


ceived maintenance therapy during remis- 
sion, which consisted of 6-mercaptopurine, 
50 to 100 mg. per day, cortisone, 50 to 100 
mg. per day, and Aminopterin or amethopte- 
rin in the usual maintenance doses. 
Complete remissions, excluding marrow, 
37.5 


tients and complete or partial remissions in 


were achieved in per cent of the pa- 
54 per cent. The complete remissions aver- 
aged sixteen weeks and the partial remis- 
sions, 10.6 weeks. The median survival time 
after onset of the disease was eight months. 

Age appears to affect therapy, the poorest 
results being obtained in patients over 50. 
If the disease was present for less than two 
months, treatment was more suceessful. 

Complications of treatment included those 
of prolonged steroid therapy, chiefly infec- 
tion and ulceration of the gastrointestinal 
tract. Stomatitis occurred in all patients who 
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received significant amounts of the folic 
acid antagonists. Alopecia was severe in only 
| patient, and jaundice developed in an- 


other who was taking 6-mercaptopurine. 
The gastrointestinal bleeding, hematuria, 


and ecchymoses which developed in 1 pa- 
tient as a result of thrombocytopenia during 
treatment with 6-mercaptopurine and_ cor- 
tisone subsided upon withdrawal of  6- 
mercaptopurine. 


Peptic Ulcer in the Elderly 

A. I, FRIEDMAN. Am. J. Gastroenterol. 31: 

15-22, 1959. 

The occurrence of peptic ulcer in elderly 
patients is of serious consequence. In a study 
of 62 peptic ulcer patients past the age of 
60, 44 had duodenal, 15 had gastric, 1 had 
multiple gastric and duodenal, and 2 pre- 
sented with anastomotic ulcers. The group 
was composed of 46 men and 16 women 
with an average age of 72. 

Most frequent symptoms noted were epi- 
gastric pain and vomiting; 48 per cent of 
the patients presented with hematemesis or 
and lesser findings included per- 
foration and obstruction. Differential diag- 
nostic tests included gastrointestinal series, 
Bromsulphalein test, use of esophageal bal- 
loon tamponade, and esophagoscopy. ‘Treat- 
ment involved blood replacement and intra- 


melena; 


venous nutritional and electrolyte feedings; 
intubation was used only in cases of per- 
foration or obstruction. A low protein, low 
residue diet of frequent small feedings with 
antacids every two to three hours was pre- 
scribed for patients able to take oral feed- 
ings. 

A mortality rate of 25 per cent in the 
group of patients treated medically com- 
pares with other reports and appears to be 
related to the age and general condition of 
these subjects. Since the medical status of 
aged patients deteriorates rapidly with ac- 
tive bleeding, the advantages and results of 
early surgical intervention are recognized. 
It is felt that, if hemorrhage persists after 
twelve hours, surgery is mandatory, even 
though blood can be replaced. A more lib- 
eral attitude has been taken toward 
the patient presenting with the first episode 


also 
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of bleeding or perforation over age 50 in 
that immediate surgical definitive treatment 
is recommended. 


Some Psychologic Problems of the 
Aged Patient 

J. A. M. MEERLOO. New York J. Med. 58: 

3810-3814, 1958. 

The emotional readjustments to aging are 
complicated when psychic defenses break 
down, when changes occur in the body im- 
age or in the environment, and by fears of 
approaching death. Breakdown in_ psychic 
defenses may be signaled by the appearance 
of previously repressed emotions. The pa- 
tient may become more aggressive and de- 
velop more sexual desire or oral cravings 
manifest as desire for alcohol or drugs. Hy- 
pochondriasis is common. Old sibling rival- 
ry is expressed in neuroticism and demands 
for attention from the mate. 

Changes in the body image are repressed 
by constant denial of any losses of function. 
Constipation and bad dreams are signs of 
the inner conflict to avoid body 
change. Sudden environmental changes, such 
as moving from an established home, loss of 


image 


an old boss, or a new job, may precipitate 
an emotional crisis. Fears of approaching 
death may be 


overwhelming, especially 


when a loved one dies suddenly. 

Treatment with supportive psychotherapy 
and sedatives must be supplemented by 
home visits for sympathetic chats with the 
patient. The therapist must guard against 
his own latent hostility toward the aged. 
Plans for developing hidden creative poten- 
tial with useful activities will do much to 
dispel loneliness and strengthen the ego. 
The proper therapeutic approach is one of 
patience and willingness to take service to 
the patient. Cool and distant desk-bound 
professionalism is to be avoided. 


The Use of Radical Surgery in the 

Treatment of Cancer of the Cervix 
G. H. TWOMBLY. Am. ]. 
115-119, 1959. 


Roentgenol. 81: 
Treatment of early carcinoma of the cervix 
with radical hysterectomy provides favor- 


able cure rates as compared to conventional 
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radiation therapy. Careful selection of oper- 
ative candidates is necessary to rule out the 
poor surgical risk patient or the patient 
with malignant disease beyond the area of 
surgical resection. 

Over a fourteen-year period, 122 radical 
hysterectomies were performed with one op- 
erative death due to status asthmaticus. Five 
ureteral fistulas represented the only sig- 
nificant complication. Of 58 patients avail- 
able for five-year follow-up, 38, or 65 per 
cent, are free of cancer. The disease was 
classified preoperatively as Stage I in 24 of 
the 58 patients, and, of these, 22, or 92 per 
cent, are well at the end of five years. Fifty- 
three per cent of Stage II patients are five- 
year survivals. Comparable figures for pa- 
tients treated by external irradiation and 
radium are 56 per cent for Stage I and 44 
per cent for Stage II. 

Of 39 patients with advanced pelvic car- 
cinoma considered for radical exenteration, 
operation was completed in 19. Of these, 6 
remain alive, 2 for more than five years. 

Radical hysterectomy is the treatment of 
choice for Stage I carcinoma of the cervix. 
Since many Stage II and Stage III cases are 
curable by radiation therapy, this method 
seems preferable. Radical pelvic exentera- 
tion for advanced cancer has limited use as 
a curative procedure in highly selected pa- 
tients. 


The Effect of Potatoes, Two Types of 
Bread, Two Levels of Margarine and 
Butter upon the Old Age of White Rats 

C. M. MCCAY, G. SPERLING, and C. A. H. 

sMITH. Gerontologia 2: 185-203, 1958. 
To determine the effect of a specific diet on 
the aging process when maintained for an 
entire life span, 10 different human diets 
were compared, using white rats as the test 
animal, since they have a mean life span of 
slightly less than two years. Carbohydrates 
compared were potatoes and skim milk, en- 
riched bread, and an oven bread made 
chiefly of refined white flour. Fats com- 
pared were butter and margarine given at 2 
different levels. 

When life span, bone density, and_ ulti- 
mate body weight were compared, it was 
found that rats fed the oven bread were sig- 
nificantly inferior to those receiving the 
other 2 carbohydrates. The group fed pota- 
toes had the longest life span and showed 
no evidence of periarteritis. Incidence of 
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tooth decay was lowest in the group fed 
high fat diets and the special bread. No 
differences were found between margarine 
and butter as sources of fat. 


Familial Hypercholesterolemia, 
Xanthomatosis and Coronary 
Heart Disease 


F. H. EPSTEIN, W. D. BLOCK, E. A. HAND, and 

T. FRANCIS, JR. Am. J. Med. 26: 39-53, 1959. 
Although present studies reinforce the belief 
that there is a relationship between an ele- 
vated serum cholesterol level and coronary 
heart disease, this association is rather com- 
plex and not direct. The exact genetic rela- 
tionships involved between hypercholester- 
olemia and xanthomatosis have also been 
controversial. To attempt elucidation of 
these relationships, a family with hereditary 
hypercholesterolemia, consisting of 268 per- 
sons, Was investigated. 

The members of the family were exam- 
ined, historical data were reviewed, blood 
and urine studies were made, and chest 
x-rays and electrocardiograms were taken. 
The results of the genetic pattern study in- 
dicate that 1 dominant gene may be respon- 
sible for familial hypercholesterolemia, 
while 2 genes or alleles produce higher se- 
rum cholesterol levels and xanthomatosis. 

Coronary heart disease developing in the 
group of so-called heterozygous carriers of 
the abnormal gene was noted in 17 per cent 
of the men, irrespective of the presence or 
absence of xanthomatosis. This level is far 
in excess of comparable age groups and 
would suggest an increased risk of coronary 
heart disease in these families, although 
other factors aside from lipid metabolism 
may be of equal or greater importance. 


Herniorrhaphy in an Advanced 
Age Group 
A. M. VAUGHN, M. S. WHITE, CG. M. ANNAN, 
J. A. CASERTA, and J. M. COLEMAN. Am. J. 
Surg. 97: 69-74, 1958. 
Because of man’s lengthening life span, there 
is an increasing need for a decision on the 
question of elective surgery in the aged. 
Hernia is one of the most common surgical 
conditions in the advanced age group. With 
improved methods of management, it is be- 


coming more evident that chronologic age 
alone is not a prime deterrence to surgery. 
Operation should be performed on aged pa- 
tients with benign disease in which com- 
plications tend to occur. 

A careful, detailed analysis of the pre- 
operative condition pays great dividends in 
improving operability. Preoperative correc- 
tion of any remediable situation is nowhere 
so important and rewarding as in the elderly. 

The selection of anesthesia is governed by 
many factors, including age, blood pressure, 
cardiac status, and the condition of the re- 
spiratory tract. In the majority of both di- 
rect and indirect inguinal hernias in a series 
of 300 patients 60 to 95 years of age, the 
Halsted modification of the Bassini opera- 
tion was employed. The Mayo technic of re- 
pair was employed in patients with ventral 
and umbilical hernias. In patients with fem- 
oral hernias, the type of operation was de- 
pendent upon the magnitude of the rup- 
ture. Simple repair from below was used in 
the small femoral hernias, and the larger 
were approached from above. Only one side 
was operated upon at a time in the elderly 
patients with bilateral inguinal hernias. In 
patients with recurrent hernias and weak- 
ened tissues, tantalum and steel wire mesh 
were sometimes used as a graft into Hessel- 
bach’s triangle. 

The incidence of major complications in 
this group of elderly patients was 12.3 per 
cent. ‘The mortality rate was 2.3 per cent, 
comprising a total of 7 deaths. Only one 
death occurred in 115 patients between the 
ages of 70 and 95. 


The Medical Management of 
Bronchiectasis 

F. M. MAC DONALD. M. Clin. North America 

43: 209-217, 1959. 

Early and adequate treatment of acute in- 
fections has been the most important factor 
in the improved physical state of most bron- 
chiectasis patients. 

Although some patients have no symp- 
toms or very little difficulty, most have re- 
current bouts of infection ranging in severi- 
ty from minor infection of the ectatic seg- 
ments to severe pneumonias. Therapy 
should be started as soon as possible in such 
infections and must include measures to pro- 
mote drainage as well as specific antibiotics. 

Antibiotics are administered in all cases. 
Sputum studies, including smears, cultures, 
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and sensitivity tests, are performed imme- 
diately. Unless bacteriologic information is 
already available, tetracycline, 250 mg. four 
times daily, is begun. This regimen is 
changed depending on the __bacteriologic 
studies. Antibiotics should be continued 
until maximum improvement has been ob- 
tained, usually for at least seven to ten days. 

Bronchial drainage must be vigorously ac- 
complished. Isuprel, 0.5 per cent, Alevaire, 
and Tergemist are given by aerosol to facili- 
tate drainage. If bronchial asthma is present, 
oral bronchodilators are added. 

Postural drainage is carried out several 
times daily for twenty-minute periods with 
an attendant assisting and instructing the 
patient. The doctor must prescribe the exact 
position, depending on the location of the 
bronchial segments to be drained. The 
trachea should be tipped downward 20 to 
45 degrees from the horizontal; the princi- 
pally involved segments should be kept up- 
permost. After the drainage period, the pa- 
tient is encouraged to cough up all remain- 
ing secretions. Postural drainage may not be 
possible for patients too debilitated or ill 
with other serious diseases. 

Patients should report immediately to the 
physician when even a mild lower respira- 
tory infection occurs. Preventive medical 
care with frequent regular visits to the phy- 
sician should be encouraged. If chronic in- 
fection recurs, the patient should again re- 
ceive an adequate course of an antibiotic 
with all adjuvant measures. Prophylactic 
use of antibiotics does not appear to be war- 
ranted. Postural drainage, at least two or 
more times daily, should be continued 
whether the patient is symptomatic or not, 
since retention of even small amounts of 
daily secretions may result in obstruction 
and reinfection. The discontinuance of 
smoking is absolutely essential. 


Ovarian Activity Following 
Hysterectomy 
R. G. WHITELAW. J. Obst. & Gynaec. Brit. 
Emp. 65: 917-932, 1958. 
Evidence obtained by vaginal smear exam- 
ination and by gonadotrophin estimation 
demonstrates that the estrogenic activity 
may persist for years in subjects with ovaries 
conserved at hysterectomy. There is no evi- 
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dence that hysterectomy hastens the meno- 
pause. 

Subjective symptoms ordinarily associated 
with the menopause are more prevalent in 
subjects who have had both hysterectomy 
and oophorectomy than in subjects who 
have had only hysterectomy. 

Basal temperature records and the estima- 
tion of urine pregnanediol indicate ovula- 
tion may readily occur in women with hys- 
terectomy; the incidence of ovulation does 
not differ significantly from that observed 
in normal women. 

The apparent loss of ovarian activity, 
which some writers report follows hysterec- 
tomy, may be an artefact arising from fail- 
ure to ensure that the conserved ovary is 
left with adequate blood supply at surgery. 


Clinical Experiences with Triamcinolone 
in Elderly Men 

T. H. MCGAVACK, K. T. TAO, D. A. LEAKE, 

H. G. BAUER, and H. E. BERGER. Am. J. M. 

Sc. 236: 720-735, 1958. 

A study of 31 elderly male patients was 
made to evaluate the effects of triamcino- 
lone on older persons in cardiac failure. 
Under treatment with this drug, a signifi- 
cant loss of water, sodium, and potassium 
was evidenced. 

Dosages between 6 and 12 mg. daily 
proved therapeutically effective. Cases ob- 
served included lymphedema, edema due to 
cardiac failure, arthritis, periarteritis no- 
dosa, and psoriasis. Triamcinolone was ad- 
ministered for periods varying from seven 
to seventy days. 

No clinically recognizable effect was noted 
in patients with uncomplicated generalized 
arteriosclerosis, chronic hypertrophic pul- 
monary emphysema without heart failure, 
Huntington’s chorea, and hepatic cirrhosis. 
The latter is believed to be aggravated by 
triamcinolone. 

Undesirable effects included purpura in 2 
subjects, weakness in 2, and mooning of the 
face in 1. 

During the first days of treatment, all 
subjects lost weight, but, in 5 patients with- 
out edema, a subsequent increase was seen. 
Values of serum sodium, potassium, chlo- 
ride, and carbon dioxide combining power 
were not appreciably altered by the use of 
triamcinolone. Blood pressure was not af- 
fected, but urinary 17-ketosteroid excretion 
was depressed during treatment. 
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Withdrawal of the drug produced reten- 
tion of fluid and probably of sodium in 3 
individuals. Acute pulmonary edema devel- 
oped in | patient upon discontinuance of 
the medication. Caution against sudden ces- 
sation of treatment is indicated, particularly 
in patients with potential or known cardiac 
failure. 


The Social Implications of an 
Ageing Population 

B. W. S. AMULREE. M. Press 261: 26-29, 1959. 
During the last fifty years in Great Britain, 
the expectation of life has increased from 
51 to 68 years for a man and from 55 to 713 
years for a woman. Of the many factors 
which have contributed to the increase in 
longevity, the improvement of the sanitary 
conditions of the environment is one of the 
most important. Control of infectious dis- 
eases of all sorts has transformed the picture 
of sickness. In addition, there would seem 
to be some incompletely understood biologic 
factor at work. 

This increased expectation of life has 
been accompanied by an improvement in 
both the mental and the physical health of 
the community. With the increase in the 
standards and cost of living, there has been 
a decrease in unemployment, and more old- 
er people eligible for pension have acquired 
full employment. At the same time, more 
young would formerly have 
taken care of aged relatives have been ab- 
sorbed in industry. 

Old people are more unwilling to leave 
their homes and join in some form of com- 
munal life, and, consequently, although there 
is still a need for more communal dwellings, 
there is an increasing need for domiciliary 
services available in the home. The princi- 
pal services available are home helps and 
nursing provided by the local authorities 
and supplied by volun- 
tary organizations. 


women who 


meals and visiting 
What older people require, above all, is a 
which freedom 
from poverty, the assurance of a home, and 
the certainty that, should ill health or dis- 
ablement overtake them, the appropriate ac- 
commodation will be those 
who remain able and who wish to use their 
skill for the national interest, gainful em- 


sense of security includes 


available. For 


TOA 


ployment should be available, even though 
the hours worked shall be shorter than for 
younger workers. 


Anterior Pituitary Basophils in 
Rheumatoid Arthritis 

L. E. BARTHOLOMEW, C. H. SLOCUMB, and 

R. C. BAHN. Proc. Staff Meet., Mayo Clin. 

33: 635-638, 1958. 

The use of cortisone in treating patients 
with rheumatoid arthritis has suggested the 
possibility that this disease represents a dys- 
function of the pituitary or adrenal glands. 
The proportions of various types of baso- 
phils, based on the intensity, morphology, 
and intracellular distribution of periodic 
acid-Schiff reactive material, ‘were deter- 
mined in the adenohypophyses of 18 pa- 
tients with rheumatoid arthritis and 7 with- 
out the disease. A basophil was considered 
to be any cell containing multiple, fine, dif- 
fuse, PAS-positive granules. 

The existence of a polar bigranulate cell 
was confirmed, but the proportion was no 
greater in patients with rheumatoid arthri- 
tis than in control subjects. The proportion 
of submaximal basophils was obviously 
greater in patients who had received corti- 
sone or ACTH therapy. 


Treatment of Chronic Asthma with 
Prednisolone; Significance of 
Eosinophils in the Suptum 

1245-1247, 1958. 
A study was made of 90 patients suffering 
from chronic bronchospasm of at least one 
year’s duration who had proved refractory 
to all conventional forms of therapy. Cyto- 
logic examination of sputa proved to be of 
considerable value in establishing diagnosis 
and predicting prognosis. 


H. M. BROWN. Lancet 2: 


A large percentage of eosinophils in the 
sputa of untreated patients was found to be 
associated with a good response to predni- 
solone. In the majority of cases, predniso- 
lone was initiated in a dose of 5 mg. three 
times a day for one week followed by re- 
adjustment of the dosage on the basis of 
symptoms; gradual reduction of the drug to 
the smallest effective dose and eventually to 
complete withdrawal was the ultimate goal. 

Bronchospasm was relieved in 63 of 90 
patients with eosinophilic sputum; of those 
with few or no eosinophils, only 11 obtained 
relief with prednisolone. The only compli- 
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cations encountered in the study were 3 
cases of glycosuria and 3 of a_ purulent 
bronchitis. 

It would appear that prednisolone is ef- 
fective only in suppressing the asthmatic 
state; it will reduce but not abolish 
eosinophils in the sputum. 


also 


Treatment of Cancer of the Uterus in 
Private Practice 

C. M. DOUGHERTY. Obst. & Gynec. 12: 656- 

660, 1958. 

A high rate of survival in carcinoma of the 
cervix results from early diagnosis, conserva- 
tive histopathologic and good 
medical management. 

Placing lesions of carcinoma in situ with 
gland involvement in the category of inva- 
sive growth is a particular problem in early 
diagnosis of carcinoma of the cervix. A pri- 
vate pathologist, faced with the necessity of 
an unequivocal reading, must inevitably 
rule in favor of the worst state. Increased 


diagnosis, 





recognition of the nature and _ histologic 
manifestations of the lesion in early stages 
and a gradation of treatment to fit the ex- 
tent of spread would help provide a solution. 

In a three-year study, 65 per cent of the 
patients survived cancer of the cervix, and 
70 per cent of the patients treated for adeno- 
carcinoma of the endometrium lived at least 
three years. The treatment administered in 
the endometrium group was that generally 
acknowledged most successful. 


Treatment of Chronic Non-Specific 
Diarrhoea 

A. M. CONNELL and T. D. KELLOCK. Brit. M. 

J. 5115: 151-158, 1959. 
The treatment of chronic nonspecific diar- 
rhea is symptomatic; the value of anticho- 
linergic drugs in this condition remains un- 
proved. Nine patients with diarrhea of at 
least six months’ duration, who had a mini- 
mum of 14 bowel actions a week and whose 
laboratory and radiographic investigations 
gave negative results, were chosen for a clini- 
cal trial to test the value of codeine against 
the antispasmodic tricyclamol. 


(Continued on page 74A) 
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Science for the world’s well-being 
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Effectively helps restore smooth straight-line function in all forms 

of Parkinsonism. 

One of the best available preparations for sustained control of rigidity and minor 
tremors.! Also active against oculogyria and akinesia.? A basic drug for 
beginning treatment in all types of Parkinsonism.!:? 

Continually useful alone or in combination in most cases at any stage. 
Employable at any age.! 

Gentle in action at therapeutic dosage.' One of the drugs least likely 

to produce side effects.* 

Supplied: 2 mg. and 5 mg. TABLETS; ELIXIR, 2 mg. per 5 cc. teaspoonful 
Dosage: | mg. first day, gradually increased, according to response, to 
6-10 mg. daily divided in 3 doses at mealtimes. 

1, Doshay, L. J.: M. Clin. North America 40:1401 (Sept.) 1956. 


2. Doshay, L. J.: Current M. Dig. 22:11:49 (Nov.) 1955. 
3. De Jong, R. N.: J. Michigan M. Soc. 57:722 (May) 1958. 
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the effectiveness of the 
drugs was made first on the average num- 
ber of stools passed per week and then on 
the patient’s subjective reactions to the 


Assessment of 


drug. 

Each drug separately three 
times daily for fourteen days, codeine in 
30-mg. doses and tricyclamol in 50-mg. doses. 
The antispasmodic failed to control the 
symptoms and, in a number of cases, exag- 
gerated them. Many patients complained of 
side effects—malaise, depression, and lack of 
ability to concentrate being the commonest. 
Codeine was found to be an effective and 
cheap symptomatic remedy, remarkably free 
from untoward 


was given 


reactions or side effects, in 
all patients with nonspecific diarrhea. It not 
only reduced the number of bowel actions 
but also decreased the urgency and _precipi- 
tancy of defecation. 


The Management of Trauma in the Aged 


Pp. H. TAYLOR, D. K. HEYDINGER, and L. GC. 
ROETTIG. Am. J. Surg. 97: 63-68, 1959. 


Physical reserves as well as immediate effects 
of injury must be considered in dealing with 
elderly patients. With cardiovascular, renal, 
or respiratory disease, the slightest trauma 
may cause acute shock. Special management 
of 35 victims aged 65 years or more reduced 
average hospital stay almost 50 per cent. 

Four preliminary steps should be com- 
pleted, under direction of a coordinator, be- 
fore corrective surgery: 
such as antishock 
measures, hemostasis, tracheotomy, and _ flu- 
id replacement, should be given. 

2. Full details of the former and current 
status of the patient should be obtained 
from the physical examination, previous rec- 
ord, and report of the accident. 


1. Emergency care, 


3. Data should be summarized and treat- 
ment planned. 

4. Major organ systems should be rapidly 
evaluated with a few initial studies, which 
consist of complete blood count, urinalysis, 
blood urea nitrogen, prothrombin time, 
chest x-ray, and blood 
sugar. If advisable, as in most cases, blood 
volume studies; serum sodium, chloride, and 
potassium determinations; 


electrocardiogram, 


and eosinophil 
counts should be done. 


(Continued on page 76A) 
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‘just 6 tablets daily is an 


average effective dose 


Benefits of a 1- or 2-tablet dose persist for about 
6 hours, relieving pain and stiffness and improving 
function in musculoskeletal disorders such as low 
back syndrome, sprains, strains, myalgia, fibrositis, 
and stiff neck. Side effects are rare, almost never 
require discontinuance of therapy. 

Supplied: Tablets, scored, orange, bottles of 50. 
Each tablet contains PARAFLEX, 250 mg. 


McNeil Laboratories, Inc + P 
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Rehabilitation of Patients with Chronic 
Pulmonary Disease 

F. J. SCHAFFER, B. B. BAGBY, JR., E. W. 

FOWLKS, and L. A. LEAVITT. M. Clin. North 

America 49: 315-332, 1959. 

Restoration of the patient with chronic pul- 
monary disease involves the combined ef- 
forts of the chest physician, thoracic sur- 
geon, physiatrist, therapists, counselors, and 
social workers. Since these efforts must be 
directed toward management of the disease 
and return of the patient to society in pro- 
gressive steps, re-evaluation of the pulmo- 
nary and physical tolerance must be simul- 
taneously and continuously performed. 

At the initial interview, complete history 
and physical examination are essential so fu- 
ture plans relating to all aspects of the pa- 
tient’s care may be established; pulmonary 
function and exercise tolerance tests will be 
of assistance in pinpointing the exact effects 
of the disease. 

Physical restoration is of major impor- 
tance in all surgical cases; a considerate ap- 
proach by the physiatrist will allay the pa- 
tient’s fears and teach him the importance, 
use, and method of breathing, coughing, ex- 
ercises and relaxation, maintenance of good 
posture, dependent postural drainage, and 
selected skeletal exercises to prevent deform- 
ity, allow the lung to re-expand, and permit 
a rapid rehabilitation. 

Several methods have been advocated for 
the rehabilitative treatment of tuberculous 
patients, ranging from short periods of hos- 
pitalization and chemotherapy with mini- 
mal rehabilitative measures to longer hos- 
pitalization periods with extensive rehabili- 
tation classes involving physical, emotional, 
social, and economic adjustments. Such con- 
ditions as asthma, bronchiectasis, and chron- 
ic bronchitis may result in pulmonary em- 
physema and demand a trifold treatment 
approach, including possible operative ther- 
apy; medical management utilizing positive 
pressure breathing, bronchial dilators, and 
oxygen therapy; and exercises. 
The objectives of breathing exercises are to 


breathing 


strengthen the respiratory muscles, to teach 
the patient to relax and breath slowly and 
deeply, and thus to increase vital capacity. 

As the patient’s physical condition im- 
proves, other services may be brought to 
the aid of the individual case, such as occu- 
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pational therapy, educational therapy, voca- 
tional counseling, job analysis, tolerance 
testing by manual arts therapy, industrial 
therapy, and social services, so that when 
the patient is discharged he will again main- 
tain his place in society. 


Opacifying Gallstones 

E. SALZMAN, R. P. SPURCK, L. GC. KIER, and 

D. H. WATKINS. J.A.M.A. 169: 334-338, 1959. 
The four-day iopanoic acid test (Tele- 
paque) is useful in identifying gallstones in 
problem cases, and certain gallstones become 
roentgenographically opaque after pro- 
longed exposure to Telepaque. The test 
may also demonstrate bile duct stones in the 
presence of jaundice. Gallstone opacification 
by this method is produced by the reaction 
between biliverdin on the surface of the 
stone and the contrast medium. The opaci- 
fying reaction does not occur with some 
other contrast media, such as Renografin, 
Miokon, Urokon, Neo-Iopax, Diodrast, and 
Skiodan. 

The Telepaque test was used to check 
123 patients in whom the gallbladder could 
not be satisfactorily visualized. Seventy-six 
had calculus biliary tract disease, and 13 
had pathologically proved calculi. Ten of 
the 13 showed opacifying stones in the ducts. 


Vaginal Hysterectomy in the Geriatric 
Patient 

L. R. SMITH and J. H. PRATT, Am. J. Obst. 

& Gynec. 13: 84-91, 1959. 

Vaginal hysterectomy is less disturbing than 
abdominal hysterectomy and has proved of 
great value in the geriatric patient with a 
prolapsed uterus, cystocele, and rectocele. 
The uterus can usually be readily removed 
from below, and the simultaneous repair of 
the cystocele and perineorrhaphy leaves the 
pelvic floor well supported. The operation is 
also indicated in cases of involuntary loss of 
urine. 

Obesity, cardiac disease, emphysema, dia- 
betes, and other complications do not in- 
crease the risk of vaginal hysterectomy as 
much as with laparotomy. Anesthesia is of 
short duration, and postoperative discomfort 
is minimal. Fibroids, carcinoma in situ, and, 
rarely, carcinoma of the uterine fundus are 
occasional indications for vaginal hysterec- 
tomy. At times, removal of the uterus seems 
to be the most reasonable way to control 
postmenopausal bleeding. 
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improved grip strength with steroid-nutritional therapy 
objectively demonstrated by mechanical tests 


Muscle performance in terms of power, endurance, and coordination 
has been evaluated in a series of patients before and after “Mediatric” 
therapy.' Grip strength measured by dynamometer and tested at 
periodic intervals showed remarkable improvement — averaging 60 


per cent in right hand and more than 100 per cent in left, even in relatively short periods of 
time. Other musculo-skeletal tests were equally successful. 


“Mediatric” contains estrogen and androgen in amounts that will help counteract declining 


gonadal hormone secretion, maintain a positive nitrogen balance, and promote synthesis of 


protein in muscle, bone and other tissues. 


Combining both steroids and important nutritional supplements such as vitamin C, B,2, other 


B vitamins and ferrous sulfate, “Mediatric” brings about increase in physical strength, 


overcomes general malaise, easy fatigability, lack of interest and vague pains in the bones and 
joints. In addition, “Mediatric” improves mental outlook and its general “tonic” effect is of 


especial benefit to your patient. 


each capsule or tablet contains: 


STEROIDS 

Conjugated estrogens equine ("“Premarin”®).. 0.25. mg. 
MetOylbastOeeroees 5 6.6 6a We ow 0 Kae es 2.5 mg. 
NUTRITIONAL SUPPLEMENTS 

Vitamin C (ascorbic acid). ...ccccesevsees 100.0 mg. 
Vitamin Bia 


with intrinsic factor concentrate......1/6U.S.P. Unit 





® 
STEROID-NUTRITIONAL COMPOUND 

hiamine co Rs eer ere 10.0 mg. 
MINOR (hase oS be eS Sie eee es 5.0 mg. 
PUR PAINRS 5 ic NS oh eK ca wars Verb we oe 50.0 mg. 
Passmomtee FEL (Badan cs ccc veins os cccees 3.0 mg. 
ee ee EERE SOE Y COA ET 20.0 mg. 
HOON UP as Leda 6 oye saaes ec sausees 0.33 mg. 
Ferrous sulfate exsic.....45 Gis ess vane uae 30.0 mg. 
ANTIDEPRESSANT 
d-Desoxyephedrine HCL. ......00..ee00e- 1.0 mg. 


Suggested Dosages: Male — I capsule or 1 tablet daily, or as required. Female — 1 capsule or 1 tablet daily, or as required, 
taken in 21 day courses with a rest period of one week between courses. 


Supplied: Capsules — No. 252 — Bottles of 30, 100, and 1,000. Tablets — No. 752 — Bottles of 100 and 1,000. 
Also available: “Mediatric” Liquid — No. 910 — Bottles of 16 fluidounces and 1 gallon. 
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1. Perlman, R. M., and Dorinson, S. M.: Presented before the Third Congress of 
the International Association of Gerontology, London, England, July 19-23, 1954. 
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Bedridden and hospitalized 
patients needing sustained 
laxative medication appre- 
ciate Agoral especially ...for 
both its pleasant flavor and 
its gentle, dependable action 
that promotes natural-bowel 
function. Prescribe 1 or 2 
tablespoonfuls of Agoral at 
bedtime for a normal bowel 
movement next morning. 
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Activities and 
Announcements 


All news and announcements for this department 
should reach the editorial office six weeks before 
publication date. Please direct all communica- 
tions to News Editor, Gertatrics, 84 South Tenth 


> 


Street, Minneapolis 3, Minnesota. 


Geriatrics Society to Meet 

The sixteenth annual meeting of the Amer. 
ican Geriatrics Society will be held at the 
Traymore Hotel in Atlantic City June 4 and 
5. For hotel reservations, write to Mr. Wil- 
liam Stern, Reservation Manager, the ‘Tray- 
more Hotel, Atlantic City, New Jersey. 


Gerontological Society Plans Meeting 


The twelfth annual meeting of the Geron- 
tological Society, Inc., will be held Novem- 
ber 12 to 14 at the Statler Hotel in Detroit. 
Dr. Wilma Donahue of the University of 
Michigan is program chairman, and section 
chairmen include Dr. Warren Andrew, bi- 
ologic sciences; Dr. Robert Monroe, clinical 
medicine; Dr. Marian Bunch, social and 
psychologic sciences; Jerome Kaplan, social 
welfare; and Herbert Shore, general mem- 
bership. 


Michigan Conference to be Held 

The University of Michigan’s twelfth annu- 
al Conference on Aging will be held June 
22 to 24 at Ann Arbor. The Conference 
theme, Designs for Retirement, will be dis- 
cussed as it relates to health, financing, 
housing, preparation for retirement, and use 
of time after retirement. Further informa- 
tion may be obtained by writing to Dr. 
Wilma Donahue, Institute of Gerontology, 


1510 Rackham Building, the University of 


Michigan, Ann Arbor. 
& 


Leadership Training Institute 
Announced 
As a cooperative effort with the University 
of Michigan, the Special Staff on Aging of 
the U. S. Department of Health, Education, 
and Welfare will conduct a National Lead- 
ership ‘Training Institute for the White 
House Conference June 24 to 26 at Ann 
(Continued on page 84A) 
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THE TRANQUILIZER UNIQUE 


the age of 
social security 
calls for 
emotional © 


security, oe 


“seems to be the agent of choice 
in... psychoneurotic conditions 
occurring in old age’” 


90.5% success in refractory patients.’ Of 101 
geriatric patients suffering from anxiety, ten- 
sion, and confusion, 90.5% showed good to 
excellent response on ATARAX. Most had failed 
to respond to other tranquilizers. 


Added physiological benefits. In patients with 
intermittent claudication, contractions abated 
and gradually disappeared with as little as 50 
mg. of ATARAX daily.! Absence of hypotensive 
effect makes ATARAX particularly desirable for 
use in the aging patient.? 


No side effects after prolonged treatment. 
Patients were treated for a minimum of three 


IN. GERIATRICS 


brand of hydroxyzine 
months without evidence of adverse reaction. 
Even when given in 3 to 5 times the recom- 
mended dose, hematologic, renal and hepatic 
determinations indicate no deviation from nor- 
mal values.3 
Dosage: One 25 mg. tablet or 1 tbsp. Syrup q.i.d. 
Supplied: Tiny 10 mg., 25 and 100 mg. tablets, bot*’»s 
of 100. Syrup, pint bottles. Parenteral Solution, 16 ec. 
multiple-dose vials. 
References: 1. Smigel, J. O., et al.: J. Am. Geriatrics Soc., 


in press. 2. Clinical report, Roerig Medical Department. 
8. Cohen, S.: Am. Pract. & Digest Treat. 3 :946 (June) 1957. 


New York 17,N.Y. 
Division, Chas. Pfizer & Co., Inc. 
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Arbor. The Institute will convene following 
the University of Michigan’s twelfth annual 
Conference on Aging. The Institute, which 
is designed for those individuals responsible 
for local, state, and national activities in 
connection with the White House Confer- 
ence, will be concerned with the purposes, 
objectives, and procedures of the Confer- 
ence, with the aim of helping the organiza- 
tions at all levels plan their programs and 
activities for 1959-1960. 


Western Society to Meet 

The annual meeting of the Western Geron- 
tological Society will be held May 23 at the 
Women’s City Club in San Francisco. Guest 
speaker at the meeting will be Wilbur Co- 
hen, professor of public welfare administra- 
tion, School of Social Work, University of 
Michigan, and Special Consultant on Aging 
for the Senate Committee on Labor and 
Public Welfare. Although arrangements for 
the forum are nearly complete, additional 
suggestions will be welcomed. These should 
be sent to Dr. Harold E. Jones, Institute of 
Human Development, 2251 College Avenue, 
Berkeley, California. 


Service Organizations to Convene 

The National Committee on the Aging has 
called for a conference of nonprofit national 
service organizations, which serve or have 
the potential of serving older people, to be 
held May 4 to 5 in New York. Officials of 
about 90 national organizations represent- 
ing health and welfare, education, labor, 
agriculture, veterans, churches, federal agen- 
cies, and civic groups are expected to attend 
the conference, whose purpose is to strength- 
en the interest of these organizations in 
older people and to explore methods of ex- 
tending their programs to serve this age 
group. 

e 


lowa Conference Planned 

Ihe Institute of Gerontology and the School 
of Religion will sponsor a spring conference 
to be held on the State University of Iowa 
campus April 13 to 14. This two-day meeting 
is being planned especially in the interest 
of the clergy and other church leaders around 
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the theme, ‘“The Church and Its Older Mem- 
bers.” 


International Society to Meet 

The sixth International Congress for In- 
ternal Medicine will be held in Basel, Switz- 
erland, August 24 to 27, 1960. For further 
information about the Congress, which will 
be organized in conjunction with the Swiss 
Society for Internal Medicine, write to the 
Secretariat of the Congress at 13 Steinentor- 
strasse, Basel. 


Seminar Planned 

A Biology Week-End Seminar for Antioch 
alumni will be held at the Outdoor Educa- 
tion Center, Antioch College, Yellow Springs, 
Ohio, April 17 to 19. Subjects to be discussed 
include The Problem of the Present-Day 
Birth Rate and Birth Survival, The Problem 
of Old Age and the Diseases of the Aged, 
and The Sociological Problems Associated 
with These Two. Leadership for this seminar 
will be from alumni who are working in 
various fields related to the biologic sciences 
and the problems chosen for discussion at 
these sessions. For further information, write 
to Edward R. Miller, Director, Continuing 
Education, Antioch College. 


Other Meetings of Geriatric Interest 

April 6 to 9—American Academy of Gen- 
eral Practice, eleventh annual scientific as- 
sembly, Civic Auditorium, San Francisco. 

April 13—New Jersey State Conference on 
Aging, ‘Trenton. 

April 14 to 16—National Geriatrics Society, 
annual convention and exposition, Hotel 
Morrison, Chicago. 

April 15 to 17—National Committee on 
the Aging, regional conference, Statler Ho- 
tel, St. Louis. 

May 24 to 29—National Conference on 
Social Welfare, eighty-sixth annual forum, 
San Francisco. 

June 12 to 14—Joint Council to Improve 
the Health Care of the Aged, first national 
conference, Sheraton Park Hotel, Washing- 
ton, D.C. 

june 21 to 26—American Physical Therapy 
Association, thirty-sixth annual conference, 
Hotel Leamington, Minneapolis. 


(Continued on page 89A) 








Activi 





Dece 
tee on 
York (¢ 

Aug 
sociatle 
Franci: 

Jam 
ference 


Postgi 
The f 
tholog 
ment | 
8 to 9 
cal Ce 
will ce 
sions, 
the sp 
the O} 
Unive 
Pathol 
cal’ Sa 
the A 








Activities and Announcements 





(Continued from page 84A) 


December 9 to 10—The National Commit- 


tee on the Aging, annual New 


g meeting, 
York City. 
1960—International As- 


sociation of Gerontology, fifth congress, San 


August 7 to 14, 


Francisco. 
January 1961—Second White House Con- 
ference on Aging, Washington, D. C. 


Postgraduate Courses 

The fifth annual Surgery, Radiology, Pa- 
thology Symposium on Diagnosis and Treat- 
ment of Thyroid Diseases will be held May 
8 to 9 at the University of Oklahoma Medi- 
cal Center, Oklahoma City. The program 
will consist of lectures, round table discus- 
sions, case presentations, and meetings of 
the sponsoring organizations, which include 
the Office of Postgraduate Education of the 
University, the Oklahoma Association of 
Pathologists, the Oklahoma State Radiologi- 
cal Society, and the Oklahoma Chapter of 
the American College of Surgeons. Further 


information may be obtained by writing to 
the postgraduate office at the University. 

A six-month course in Physical Medicine and 
Rehabilitation, with particular emphasis on 
chronic illness, will be offered by Highland 
View Hospital in affiliation with the West- 
ern Reserve University in Cleveland to start 
July 1. The course is designed for the resi- 
dent or diplomate in an allied specialty and 
for the physician who plans to teach in an 
allied field. Application for admittance and 
fellowships should be addressed to Dr. Mie- 
czyslaw Peszczynski, Department of Physical 
Medicine and Rehabilitation, Highland View 
Cuyahoga County Hospital, Harvard Road, 
Cleveland 22. 

The third annual postgraduate course on 
Fractures and Other Trauma will be pre- 
sented by the Chicago Committee on Trauma 
of the American College of Surgeons April 
15 to 18 at the John B. Murphy Memorial 
Auditorium in Chicago. All phases of trauma 
will be discussed by outstanding teachers 
from the five medical schools and chiefs of 
service of leading hospitals in the Chicago 
area as well as distinguished guest speakers 
from other parts of the country. The pro- 
gram will feature illustrated lectures, audio- 


(Continued on page 94A) 
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stool very much like normal.? 
When a gentle, effective laxative 
is needed to help establish 
normal regularity, Ex-Lax may 
be recommended with 
confidence. It may be safely 
given to the young and old in 
recommended doses.? 

Each tablet of Ex-Lax contains 
the equivalent of 1% grains 
of standardized yellow 
phenolphthalein, biologically 
tested for effective action. 
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in inflammatory anorectal disorders. . . 


The Promise of Greater Relief 


the first suppository to contain 


iydrocortisone for effective control of proctitis 


e Proctitis accompanying ulcerative colitis 

Radiation proctitis 

® Postoperative scar tissue with inflammatory reaction 
@ Acute and chronic nonspecific proctitis 

® Acute internal hemorrhoids 


® Medication proctitis 


e Cryptitis 
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boxes of 12. Each supposi- : 
tory contains 10 mg. hydro- 

cortisone acetate, 15 mg. i 
extract belladonna (0.19 


mg. equiv. total alkaloids), 

3 mg. ephedrine sulfate, : : See : : 7 ES 
. : : : _ Rectal Suppositories with Hydrocortisone, Wyeth Wye, 
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ELASTIC STOCKINGS 


No substitute for rubber 


An elastic stocking works by the elasticity of rubber (the way 
a rubber band stretches and contracts . . . or a rubber ball 
bounces). 


In much the same way, the rubber in real elastic stockings 
“bounces back”’ to give necessary support. Only rubber offers 
this continuing return-action. 


But the new support stockings contain no rubber. Sure, 
they stretch... but they keep right on stretching like the 
stretch nylons they are. 


The only true support 


Your patients can get the kind of support you want them to 
have only with the elastic kind of elastic stockings . . . made 
with rubber. 


So next time you prescribe “elastic stockings,’ explain the 
difference that the rubber in real elastic stockings makes. 


Bauer & Black, the world’s largest maker, offers a com- 
plete range of styles—for work, for informal living, or for 
dress-up occasions (as sheer as 51 gauge). And each is truly 
elastic . .. with rubber in every supporting thread. 


Prices start at $6.90 a pair... and expert fitting is available 
at all leading drug, department and surgical supply stores. 


Bauer « Black 


DIVISION OF THE KENDALL COMPANY 
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Re He Bauer & Black, Dept. GE-4 
Mail coupon tor 309 W. Jackson Blvd., Chicago 6, Ill. 
new reference 
on treatment Send me your new 32-page digest ‘‘Elastic Stocking Compression 
and prevention in the Therapy of Varicose Veins''—written by a doctor, for doctors. 
of varicose ieee 
veins by 
compression. Address 

City Zone State. 
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visual presentations, patient demonstrations, 
and question and answer periods. Registra- 
tion fee is $75, with residents, interns, and 
students admitted free upon presentation of 
a note of identification from their chief of 
service or dean. The director of the course 
is Dr. Sam W. Banks, who is chairman of 
the Chicago Committee on Trauma, and the 
chairman of the Program Committee is Dr. 
John J. Fahey. 


Enzyme Symposium Slated 

The first full-scale symposium on Enzymes in 
Health and Disease will be held at the Uni- 
versity of California Medical Center in San 
Francisco April 2 to 4. A staff of 28 inter- 
nationally recognized investigators of en- 
zymes will participate in the course, which 
will review current knowledge with reference 
to etiologic, diagnostic, and therapeutic as- 
pects of disease. Program chairmen are David 
M. Greenberg, professor and chairman of the 
department of biochemistry, and Harold A. 
Harper, associate professor of biochemistry. 


New Dental Group 

The American Academy of Gerodontology 
was organized at the midwinter session of 
the Chicago Dental Society, which was held 
in February in Chicago. Officers for this 
new organization, which was formed by the 
dentists whose interests, experience, and 
training deal with the problems of treating a 
geriatric patient, include Dayton J. Krajicek, 
Wadsworth, Kansas, president, Harry M. 
Friedman, Detroit, vice president, and Philip 
G. Rubens, Chicago, secretary-treasurer. 


International Committee Organized 

An international committee to exchange 
with foreign countries information about 
health and welfare programs for older peo- 
ple has been established by the National 
Committee on the Aging, National Social 
Welfare Assembly, with Dr. Michael M. Dac- 
so, director of physical medicine and_re- 
habilitation at the Goldwater Memorial Hos- 
pital in New York City, serving as chairman. 
According to Dr. Dacso, the first task will be 
to exchange information and experience with 
leaders of health and welfare programs for 
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older people in Europe, and then, later, 
visits to this country of foreign experts in 
gerontology may be encouraged. 


Grant for Hospital Care Study Made 

At the request of the Governor’s Commission 
on Pre-Paid Hospital Care Plans, the Uni- 
versity of Michigan has launched a compre- 
hensive study of hospital and medical eco- 
nomics in Michigan, which is to be sup- 
ported by a grant of $324,760 from the Kel- 
logg Foundation. Data for the study, which 
is divided into 8 major subjects, each under 
the direction of a research associate, will be 
obtained from several hundred hospitals and 
allied institutions, prepayment and_ insur- 
ance companies, and professional workers. 


Demonstration Rehabilitation Project 
The Washington State Departments of Pub- 
lic Assistance and Vocational Rehabilitation 
have launched a three-year demonstration 
project in rehabilitating elderly and chron- 
ically ill persons. The major part of the first- 
year costs of the project, which is to be cen- 
tered in selected nursing homes and_hos- 
pitals, will be financed by a grant of $52,725 
from the Office of Vocational Rehabilitation 
of the Department of Health, Education, 
and Welfare, with similar grants expected 
for each of the next two years. The goal of 
the program is to help patients over 45 re- 
gain a maximum degree of self-sufficiency 
and to develop and test demonstration and 
teaching technics and materials for nation- 
wide use. The resources of the University of 
Washington, state medical and nursing home 
associations, county hospitals, rehabilitation 
centers, and occupational therapy schools 
will be made available to the project per- 
sonnel, and, to strengthen staffs and services 
in nursing homes, training, demonstration, 
and consultation will be made available to 
local health departments, public assistance 
officers, rehabilitation units, and other health 
and social agencies. 


Welfare Costs Study 

A new 12-member council has been organized 
to study the relationship between federal 
and state public assistance programs, which 
involve expenditure of millions of dollars 
for medical care, and Federal Old Age, Sur- 
vivors, and Disability Insurance. The coun- 

(Continued on page 96A) 
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(Continued from page 94A) 


cil, which was appointed by Arthur Flem- 
ming, Secretary of the Department of Health, 
Education, and Welfare, will attempt to 
decide what share of public assistance should 
be borne by the states and what by the fed- 
eral government and then report back to 
the Secretary and to Congress by January 
1. Although the number of persons on old 
age relief is steadily declining, since social 
security covers an ever-growing number of 
retired persons, the total amount of money 
going for public assistance for the aged in- 
creases annually, partly because of greater 
emphasis on medical care. Members of the 
new group, which is headed by Social Securi- 
ty Commissioner William S. Mitchell, repre- 
sent a cross section of the professions, busi- 
ness, labor, and industry. 


Hobby Show to Open 


The thirteenth annual Hobby Show for 


Older Persons, which is sponsored by the 
Community Council of Greater New York, 
will be held April 17 to 26 at the New York 
Society for Ethical Culture. Persons 60 and 
over who live within a 60-mile radius of 
New York City are eligible to exhibit the 
products of their crafts at the show, which 
will feature, among other attractions, a musi- 
cal revue, “Fun and Follies of Fifty-Nine,” 
to be presented by the senior citizens. 


Red Cross to Train Nursing Aids 

An agreement to use authorized Red Cross 
nurse instructors to assist in training nursing 
aids in nursing homes throughout the Red 
Cross Home Nursing Program has been an- 
nounced by the United States Public Health 
Service, the American National Red Cross, 
and the American Nursing Home Associa- 
tion. This cooperative program will help 
public, private, and nonprofit nursing homes 
throughout the country provide better nurs- 
ing care for their patients and will expand 
the training of nursing aids in nursing homes. 

(Continued on page 98A) 
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Literature and Samples on request 
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IN EMPHYSEMA, CHRONIC BRONCHITIS and other pulmonary disorders, 
Choledyl effectively relieves bronchospasm and increases vital capacity. After two weeks 
on Choledyl, patients usually display a marked reduction in wheezing and coughing 
... breathing becomes easier. Well-tolerated, highly soluble Choledyl provides long- 


term protection in patients of all ages. 


CHOLEDYL 


(brand of oxtriphyiline) 


CHILCOTT 


betters breathing ...forestalls the crisis 
MORRIS PLAINS, N. J. 











PROTEIN-RICH 


WHEATENA 


...easy to digest! 
...easy to assimilate! 


All-wheat Wheatena is as digestible as it | 


is nutritious—and so easily assimilated it’s 
the perfect hot breakfast cereal for your 
geriatric patients. 

Made of all the wheat—wheat germ, bran 
and farina—Wheatena is low in fat con- 
tent. So delicious, its distinctive nut-like 
flavor tempts even the most listless appe- 


tite! And so easily digested and assimi- | 


lated, even infants thrive on it! 

Pure, wholesome 
Wheatena . .. made 
without salt or 
sugar...is a protein- 
rich food that spells 
nutritional support 
for your older 
patients. Write for 
sample packages 
for your patients 
today. 
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Memorial Lecture to be Given 

The department of dermatology and syph- 
ilology of New York University Postgraduate 
Medical School has announced that the sec- 
ond Howard Fox Memorial Lecture will be 
given by Dr. Louis A. Brunsting, Sr., April 
21 in the auditorium of Alumni Hall. Dr. 
Brunsting, who is head of the section of 
dermatology of the Mayo Clinic and profes- 
sor of dermatology of the Mayo Foundation, 
will discuss “Porphyria Cutanea arda.” 


Hospital Employment for the Elderly 

As reported in an article in the November 
16, 1958, issue of Hospitals, personnel short- 
ages can be met by employing the elderly 
and the handicapped. A study made at the 
Albert Einstein Medical Center pointed out 
that of the 780 employees at the Center, 47 
are handicapped, and, of these, 40 hold jobs 
which require some physical effort. A study 
of work records revealed that absenteeism 
for the handicapped was less than for normal 
employees and that the achievements of the 
elderly often surpass those of normal per- 
sonnel. A plea was made for hospital staf 
members to use their expert knowledge in 
training the aged and the handicapped for 
special jobs and to make sure that all such 
workers receive the proper job assignments. 


Physician Honored for Rehabilitation 
Work 

Dr. Howard A. Rusk, director of the In- 
stitute of Physical Medicine and Rehabilita- 
tion in New York City, has been awarded 
the 1958 Physician’s Award, which is present- 
ed annually by the President’s Committee on 
Employment of the Physically Handicapped, 
for his work in rehabilitating the physically 
handicapped. He was the seventh recipient 
of the award, which was presented in Feb- 
ruary at the American Medical Association’s 
Congress of Industrial Health at Cincinnati. 


EDITOR’S NOTE 
On the cover of the February issue of Geri- 
atrics, the listing of the article on “Removal 
of Facial Cancer by Chemotherapy” should 
have read “Remoyal of Facial Cancer by 
Chemosurgery.”” 
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300 


300 mg CAPSULES 


A good night’s sleep can be described in 
dozens of ways, but ‘‘natural’’ comes clos- 
est to the kind of sound, refreshing sleep 
your patients will enjoy when you pre- 
scribe new NOLUDAR 300. Unsurpassed 
safety... prompt action...6 to 8 hours of 
undisturbed rest . . . and a cheerful awak- 
ening without barbiturate ‘‘hangover’’— 
such is the quality of sleep with NOLUDAR. 
Safe, non-barbiturate, non-addictive, emi- 
nently free of even minor side reactions. 


DOSAGE: Adults—One 300-mg capsule before 
retiring. Do not exceed prescribed dosage. 
NOLUDAR®—brand of methyprylon 
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Chemical for Periodontal Disease 

Hexetidine (Bis 1, 3-beta-ethylhexyl-5- 
methyl-5-amino-hexahydropyrimidine), a 
synthetic chemical which gives promise of 
providing powerful, long-acting bactericidal 
and fungicidal effect in the oral cavity, is 
soon to be made available in a one-tenth 
per cent solution for oral antisepsis by 
Warner-Chilcott Laboratories, Morris Plains, 
New Jersey. In laboratory investigation the 
new drug has been shown to be a potent 
killer of both bacteria and fungi in vitro 
and in vivo and has destroyed more than a 
hundred strains of gram-negative and gram- 
positive organisms, including virulent strains 
of staphylococci, which are commonly found 
in the oral cavity and which have become 
resistant to penicillin and other antibiotics. 


Drug Heals Ulcers Without Diet 
Complete healing of peptic ulcers without 
adherence to a strict diet has been made 
possible by use. of Modutrol, a new combi- 
nation drug which contains a new tranquil- 
izer, a nerve-blocking agent, and antacids 
and which needs to be given only four times 
a day. Ulcers were completely healed in 31 
of 35 patients treated with Modutrol, and, 
of another 13 patients with gastrointestinal 
distress, including inflammation of the stom- 
ach and neurotic stomach distress, 9 ob- 
tained complete relief following use of the 
drug. Although Modutrol was given to some 
patients for more than a year, no side effects 
were reported. The new tranquilizer in the 
compound is Sycotrol, which was developed 
by Reed & Carnrick, Jersey City, New Jersey, 
and which has proved effective in patients 
with anxiety-tension states and in patients 
whose anxiety neuroses resulted in somatic 
complaints referable to the gastrointestinal 
tract or the heart. 
« 


New Antibacterial Nitrofuran 

The effectiveness of furazolidone, which is 
supplied as Furoxone by Eaton Laborato- 
ries, Inc., Norwich, New York, in reducing 
high blood pressure may be due to the 
drug’s action in interrupting various path- 
ways of carbohydrate metabolism of tissues, 
according to Benjamin Calesnick, M.D., as- 
sistant professor of pharmacology, Hahne- 


(Continued on page 104A) 
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A recent clinical investigation’ of 59 cases of generalized 6 
arteriosclerosis, treated with Iodo-Niacin Tablets for over a ya 


year, showed relief of dizziness in 71% of cases, of vague 
abdominal distress in 87%, of chronic headaches in 61%, 
and of disorientation in 50%. 


There was no symptom of iodism or other side-effect in any — 
case, even when large doses were maintained. JODO-NIACIN 
Iodo-Niacin Tablets contain potassium iodide 135 mg. — 
(2% gr.) and niacinamide hydroiodide 25 mg. (3/8 gr.). It 

has been established that niacinamide hydroiodide’ prevents 


S 
and corrects iodism specifically. & 
& 
Long continued administration of iodides is believed to absorb © 
cellular exudates in the arterial walls.2 Many medical authorities © 
recommend iodides for arteriosclerosis but warn against S 
the hazard of iodism. @ 
ie 
The recommended dose of 


Iodo-Niacin is 2 tablets four 
times daily. This dosage may be 
continued indefinitely with no 
apparent risk of iodism. 








x 10D0-NIACIN® ) 





1, Feinblatt, T. M., Feinblatt, H. Effective for Arteriosclerosis 
M., and Ferguson, E. A., Am. J. 

Digest. Dis. 22:5, 1955.2. Sollmann, 

T., Manual of Pharmacology, 7th 

ed., 1948, p. 818. 
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mann Medical College and Hospital, Phila- 
delphia. In clinical trials of the new drug 
in 16 patients, all diagnosed as having un- 
complicated primary hypertension, the aver- 
age reduction of mean arterial blood pres- 
sure was 39 mm. Hg plus or minus 12, with 
the time required for this response varying 
between two and eight weeks. It was noted 
that the blood pressure of normotensive pa- 
tients is unaltered and that there is a grad- 
ual reduction to a stable plateau which can- 
not be lowered further by increased doses, 
so that orthostatic hypotension does not 
occur. The patients, none of whom was re- 
quired to restrict either salt or caloric in- 
take, received 800 mg. Furoxone orally per 
day, which was reduced gradually when the 
hypotensive response became stabilized. Re- 
duced pressure could be maintained on as 
little as 200 mg. per day. 
© 


New Drug for Rheumatoid Conditions 
Geigy Pharmaceuticals, Ardsley, New York, 





recently introduced Sterazolidin, a prepara- 
tion designed to reduce the problem of 
steroid-dependence in the management of 
arthritic and rheumatic patients. The new 
drug combines low dosages of Butazolidin 
and the steroid, prednisone, and also con- 
tains antacid-antispasmodic agents to guard 
against digestive upsets in patients with gas- 
tric sensitivity. Its use in patients previously 
maintained on high steroid levels frequently 
makes possible effective therapy with lower 
dosage of the steroid, thus minimizing like- 
lihood of hypercortisonism. When used 
the beginning of treatment, Sterazolidin 
keeps daily requirements well below danger 
levels and reduces the need for increased 
subsequent steroid dosage. Combining anti- 
inflammatory, analgesic, antipyretic, and 
anti-allergic properties, the drug is particu- 
larly indicated in the treatment of chronic 
rheumatoid arthritis, rheumatoid spondyli- 
tis, and osteoarthritis. It is also indicated for 
acute rheumatic conditions, where prompt 
and concentrated anti-inflammatory action 
is needed, as in bursitis, synovitis and teno- 
synovitis, acute gouty arthritis, and various 
forms of acute fibrositis. 
(Continued on page 107A) 
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New Heart Angiography 

Greater accuracy in studying congenital 
heart defects has been obtained through use 
of the new technic, cine-cardioangiography 
combined with injection of the contrast me- 
dium, Hypaque, a product of Winthrop 
Laboratories, New York City. A total of 
1,236 selective angiocardiographs were made 
in a series of 623 patients with suspected 
congenital heart or vascular defects, with 90 
per cent Hypaque being used in all cases 
due to its low toxicity, which was borne 
out by more than 800 serial intracardiac in- 
jections in cyanotic and noncyanotic patients. 
The mortality rate was 0.16 per cent, non- 
fatal complications were infrequent, and 
there was no occurrence of cerebral injury, 
convulsions, loss of consciousness in patients 
awake during the procedure, or sensory or 
motor reactions. ‘The method proved espe- 
cially valuable in diagnosing problems of 
cyanotic patients, and, with the aid of high- 
speed motion picture photography, less than 
1.5 seconds were required for Hypaque to 





in urinary tract infections 
improve your patient’s clinical picture... 


traverse both sides of the heart and opacify 
the aorta and pulmonary artery. In many 
patients, each of the four heart chambers 
was injected with multiple small doses of 
the radiopaque agent. 


New Bronchodilator 

Caytine, which is believed to be the first 
bronchodilator to prove effective orally, par- 
enterally, and by inhalation, was recently 
introduced by Lakeside Laboratories, Inc., 
Milwaukee. The new drug is designed for 
individualized management in asthma, em- 
physema, bronchitis, and bronchiectasis. 
The injection and inhalation forms, which 
act within minutes, may be used in patients 
with acute seizures, and tablets, which may 
be effective as early as fifteen minutes after 
ingestion, are used to keep the patient com- 
fortable following the seizure. Caytine has 
been used successfully in geriatric patients 
with no serious side reactions, and clinical 
studies have indicated that the drug causes 
no rise in blood pressure and no adverse 
electrocardiographic, electroencephalograph- 
ic, hepatic, renal, or hematologic changes. 


Urobiotic =" 


CAPSULES 


each capsule contains: 


Cosa-Terramycin (oxytetracycline with glucosamine) 125 mg; 
sulfamethizole 250 mg.; phenylazo-diamino-pyridine HCI 50 mg. 


supply: bottles of 50. 


dosage: 1-2 capsules four times daily. 


Science for the world’s well-being 
Pfizer Laboratories, Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6, N.Y. 











PAIN is frequently the only 
presenting symptom of OSTEOPOROSIS 


Although accepted as a natural concomi- 
tant of old age, osteoporosis is not easily 
recognized in middle age. Nagging pain in 
the lower back and legs can be the first 
manifestation of estrogen withdrawal or 
gonadal insufficiency. 


Each tablet contains methyltes- 
tosterone 10 mg., beta-estradiol 
1 mg., and calcium ascorbate 
375 mg. Bottles of 30 and 100. 


new 


qi? TD 


a) 


108A 


AnA-DoME Tablets, an androgen-estrogen 
combination with Vitamin C added, not 
only relieves pain in these cases but re- 
vives and promotes osteoblastic and ana- 
bolic activity. Reparative support is thus 
provided for fragile and inelastic bone. 
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androgen-estrogen-vitamin combination 


DOME CHEMICALS INC. 125 West End Avenue, New York 23 


665 N. Robertson Blvd., Los Angeles 46 
2765 Bates Road, Montreal 





